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Hospital for Nervous Diseases 


The Nature of Vertigo 


The word “vertigo” by its derivation implies a sensa- 
tion of turning either of the body or of its surroundings, 
and it is so defined in the dictionaries. We need, how- 
ever, a word to describe any subjective accompaniment 
of disordered equilibrium, whether this be a sense of 
rotation or not, and I propose, therefore, to use “ vertigo” 
in this extended sense and to define it as “ the conscious- 
ness of disordered orientation of the body in space.” 

There are three main ways in which the spatial orienta- 
tion of the body may be felt to be disordered. (1) The 
external world, especially the world as seen, may appear 
to move. Such hallucination of movement is by no 
means always one of rotation. (2) The body itself may 
be felt to be moving, again not always in a rotatory 
fashion ; or the sensation of movement may be referred 
to within the body—for example, within the head. (3) 
Finally, the postures and movements of the limbs, es- 
pecially the lower limbs in standing and walking, are 
felt to be ill adjusted and unsteady. 

To understand how vertigo arises it is mecessary to 
begin with the physiological basis of the orientation of 
the body in space. Fundamentally this is reflex, and 
therefore unconscious. As is well known, an animal 
which has undergone a transection of the brain stem 
above the level of the red nuclei is capable of adopting 
a normal posture and of readjusting itself to this posture 
by means of righting reflexes if it is displaced from it. 
Such an animal, deprived of its cerebral hemispheres, 
is dependent upon the labyrinths and the proprioceptors 
of the muscles and joints of the limbs and spine for the 
stimull which evoke from the centres of the brain stem 
and cerebellum a co-ordinated, and within limits appro- 
priate, reflex response. 

The role of the cerebral hemispheres in spatial orienta- 
tion is to bring these reflex mechanisms into the service 
of the conscious perception of the external world. To 
achieve this the cerebral cortex must link together (1) 
afferent paths excited by stimuli from the exteroceptors, 
especially the retinae, which in the perception of visual 





* Read in opening a discussion in the Section of Neurology and 
Psychological Medicine at the Annual Meeting of the British 
Medical Association, Plymouth, 1938. 


space are closely associated with proprioceptor impulses 
from the ciliary and extra-ocular muscles ; (2) proprio- 
ceptor impulses from all parts of the body which yield 
information as to the position of the body in space and 
of its parts relatively to one another; and (3) efferent 
paths through which voluntary movements modify the 
position of the body in space. 


These are the two great corticifugal paths-—the 
pyramidal tract, which links the precentral cortex 


directly with the anterior horn cells; and the fronto- 
pontine and temporo-pontine fibres, which bring the 
cortex into connexion with the cerebellum and so in- 
directly with the red nuclei, the postural reflex centres of 
the mid-brain. 


THE PSYCHO-PHYSIOLOGICAL ASPECT 

Vertigo, however, is a state of consciousness, and we 
must now consider it from a psycho-physiological point 
of view. In this task the methods of Gestalt psychology 
are helpful. There is a large field of conscious 
phenomena which are perceived as localized in space. 
Within this field we ‘distinguish that portion of space 
occupied by our own body from the rest. The body is 
represented by a constantly changing model—a “ plastic 
schema,” to use Head’s (1920) phrase. The external 
world is represented by another schema, also constantly 
being modified. These two schemata, however, are far 
from independent of each other, since the bodily schema 
receives contributions from proprioceptors, such as the 
labyrinths, which are in part stimulated by an external 
force, gravity, and, on the other hand, the perception 
of external space includes in its raw material proprioceptor 
impulses. The two schemata therefore to some extent 
interpenetrate one another, and must be conceived as 
functional and not as structural units. For consciousness 
the orientation of the body in space is normally an 
orderly dynamic relation between the bodily schema and 
the schema of the external world. Vertigo is the state 
of consciousness which arises when this relation becomes 
disordered. 

Two illustrations may help to make this clear. As 
Hughlings Jackson (1932) pointed out, the simplest form 
of vertigo is that which is produced by paralysis of an 
ocular muscle. This is due to faulty projection of the 
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visual field of the affected eye, as a result of which the 
patient is presented with two mutually conflicting visual 
spaces. The second illustration, which I owe to Hartmann 
(1935), is especially interesting in view of the important 
part which hallucinations of movement play in the 
symptomatology of vertigo. The perception of relative 
movement between the. body and the external world 
must depend upon a certain functional relation between 
the bodily schema and the schema of the external world. 
It is not difficult to devise an experiment whereby a rota- 
tion of the visual field causes an hallucination that the 
bedy is moving in the opposite direction although the 
subject remains seated throughout the experiment in a 
chair. A familiar example of the same hallucination 
is the experience of a person seated in a train who, when 
a train beside his own begins to move, feels that his own 
train is moving in the opposite direction. It is clear 
from this and other observations that whether a_per- 
ception of relative movement between the body and the 
external world is referred to the body or to the external 
world depends not only upon the content of visual per- 
ception but also upon the state of the bodily proprioceptors 
at the time, especially those of the ocular muscles and 
the labyrinths. If, owing to labyrinthine disease, a 
patient feels as if his body is in violent motion in a 
certain direction, and if nevertheless the objects at which 
he is looking remain in front of his eyes, he will ex- 
perience an hallucination that the external world is 
moving in the direction in which he feels himself to 
move, for although he feels himself to be moving there 
is no cortical process corresponding to relative movement 
between his body and the external world. The latter, 
therefore, is “ perceived ” as moving in the same direction 
as the body. 

It is worth noting, in passing, that the fact that a 
person can experience an hallucination of rotation of 
both his body and the external world in the same direction 
implies a space in reference to which they are perceived 
as rotating and which itself remains stationary. It 
appears, therefore, that our schemata of both the body 
and the external world are built up within an absolute 
space which is conditioned by our sensory organs and 
nervous system, and which forms a frame of reference 
within which the whole visible world, including the body, 
may be “perceived” as moving. This purely personal 
absolute space is one of the obstacles which the non- 


mathematical student encounters’ in trying to grasp 
Einstein’s conception that all movement is relative. 
Since vertigo is a state of consciousness in which 


spatial elements play an important part it is mediated by 
the cerebral cortex even when it is the outcome of a 
disorder at a lower level. It follows that conversely a 
disorder of the cortex may cause vertigo. Foerster 
(1936), in the course of electrical stimulation of the 
cerebral cortex in conscious patients, has observed that 
“stimulation of the superior Jip of the interparietal sulcus 
evokes violent vertigo. The patient sees the objects 
before him moving towards the side of stimulation, or he 
has the sensation of turning towards the contralateral side, 
although objectively nothing happens and no turning of 
the head and the trunk really occurs.” It is significant that 
at the cortical level stimulation of the same region may 
evoke an hallucination of rotation either of the body 
in one direction or of the environment in the opposite 
direction. This suggests that what is evoked primarily 
is that functional relation between the body schema and 
the schema of the external world which indicates 
relative movement between them. Which is felt to be 


moving and which is felt to be stationary probably 
depends upon the pre-existing background provided by 
the state of the proprioceptors of the body. 


Vertigo as a Symptom of Disorder at Different Levels 


It follows from the anatomical and physiological con- 
siderations already outlined that vertigo may arise as a 
result of a disturbance of function at many different levels. 
We therefore recognize (1) psychogenic vertigo, (2) vertigo 
due to cortical disturbances, (3) vertigo of ocular origin, 
(4) vertigo of cerebellar origin, (5) vertigo due to brain- 
stem lesions, (6) vertigo due to lesions of the eighth 
nerve, and (7) aural vertigo. In diffuse conditions, such 
as head injury and circulatory disease, it may be impos- 
sible to say whether the vertigo is cortical, brain-stem, or 
aural in origin. 

(1) Psychogenic Vertigo.—* Giddiness” is a common 
complaint among sufferers from anxiety neurosis. There 
is no sensation of rotation, but the patient describes “a 
feeling as if I am going to fall,” which usually cccurs 
only when he is in the street, especially alone, and may 
be so severe that he is unable to go on or has to return 


home. A closely related neurotic symptom is “a feeling 
as if Iam walking on air.” Psychogenic vertigo is usually 
associated with severe feelings of anxiety and_ the 


symptoms of over-activity of the sympathetic nervous 
system. At the  psycho-physiological level neurotic 
vertigo can perhaps best be explained as the effect of 
bringing into consciousness elements in spatial orienta- 
tion (the relation of the body schema to the external world 
schema) which are normally unconscious, the cause of 
this being that this physical relationship has become for 
the patient symbolical of a psychological relationship 
between himself and his environment which is a source 
of difficulty to him. Such a process of symbolization 
is well illustrated by the double (physical and moral) 
meaning of the words “lapse,” “ fall,” “ fallen.” and 
“downfall.” Vertigo may also occur as a conversion 
symptom in hysteria. 

(2) Vertigo due to Cortical Disturbances.—Foerster’s 
observations, previously described, explain how an 
epileptic cortical discharge may cause a feeling of vertigo, 
as is not uncommon in petit mal, and how vertigo may 
arise as a symptom of migraine or of localized cortical 
lesions. In cases of intracranial tumour, however, vertigo 
is of no localizing value, since it may occur with a tumour 
in any situation (Symonds, 1933). 

(3) Vertigo of Ocular Origin—An_ explanation of 
vertigo associated with diplopia has already been given. 
Vertigo may also arise as a result of a difficulty in 
adapting the posture of the body to an unusual visual 
environment, such as a rapidly moving train seen from 
the railway platform. Vertigo on looking down from a 
height is a similar experience. 

(4) Vertigo of Cerebellar Origin—The role of the 
cerebellum in the causation of vertigo is difficult to 
assess, since many cerebellar lesions may involve also the 
vestibular fibres in the eighth nerve or the pons.  Cer- 
tainly vertigo may be slight or absent in spite of a massive 
lesion of the cerebellum, especially if this be limited to 
the lateral lobe. Nevertheless, most clinicians would 
probably agree that vertigo of cerebellar origin does occur, 
especially when the lesion involves the inferior vermis, 
which is closely linked anatomically with the vestibular 
system. This presumably is the cause of the vertigo 
which occurs at the onset of thrombosis of the posterior 
inferior cerebellar artery, and which is distinguished from 
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aural vertigo by the absence of deafness and tinnitus and 
the presence of the characteristic analgesia and thermo- 
anaesthesia of the face on the side of the lesion and of the 
body on the opposite side, due to the medullary infarction. 

(5) Vertigo due to Brain-stem Lesions.—Vertigo may 
be caused by vascular or neoplastic lesions of the brain 
stem, but is most strikingly seen when disseminated 
sclerosis involves the pons. A young adult is suddenly 
attacked by severe vertigo accompanied by conspicuous 
nystagmus, and sometimes vomiting and_ prostration 
severe enough to cause confusion with aural vertigo. 
The absence of tinnitus and deafness, however, the 
presence of other signs of a pontine lesion, especially 
paresis of one external rectus, or of conjugate lateral 
gaze and facial paresis, together with other signs of dis- 
seminated sclerosis, and in some cases a history of previous 
nervous symptoms, enable the correct diagnosis to be 
made. In most cases, moreover, the vertigo as a rule 
lasts for several days, considerably longer than an 
attack of aural vertigo usually does. 

(6) Vertigo due to Lesions of the Eighth Nerve— 
Vertigo due to a lesion of the eighth nerve, especially 
acoustic neuroma, since it is associated with deafness and 
tinnitus closely simulates aural vertigo. Vertigo due to 
pressure upon the eighth nerve by abnormal vessels has 
been described by Holmes (1924) and Dandy (1937). 


(7) Aural Vertigo 


Vertigo is a symptom of a large number of pathological 
States of the ear, concerning which there are still many 
unsolved problems. I shall leave on one side the varieties 
of acute labyrinthitis, including infection of the internal 
ear secondary to suppurative otitis media, and I can 
only mention the interesting question of the role of the 
otoliths in vertigo. I shall confine myself to certain 
problems associated with Méniére’s syndrome. 


MENIERE’S SYNDROME 


Recurrent aural vertigo arising in a previously healthy 
person is a clinical entity, though we cannot yet say 
whether it is also a pathological entity. The term 
“ Méniére’s syndrome” is used to-day less often than 
formerly, partly perhaps because a false idea of what 
Méniére described has been perpetuated by those who 
have not troubled to read his original communications 
(1860-1, 1861). It is said that Méniere reported an 
example of spontaneous haemorrhage into the labyrinth, 
a rare condition which clearly is not responsible for re- 
current aural vertigo. It is true that Méniére did 
briefly report such a case to demonstrate that vertigo 
might be produced by a lesion of the labyrinth, but he 
also gave a clear and masterly account of all the essential 
clinical features of recurrent aural vertigo. 

| would therefore urge the retention of the term 
“ Méniére’s syndrome” to describe the disorder char- 
acterized by the features to which Méniére originally 
drew attention—namely, (1) the sudden onset in (2) a 
previously healthy auditory apparatus of (3) functional 
disorders consisting of (4) continuous or intermittent 
tinnitus with (5) diminution of hearing and (6) vertigo, 
uncertain gait, rotations, and falling which are accom- 
panied by (7) nausea, vomiting, and a syncopal state. 
Finally he noted (8) the progressive character of the deaf- 
ness, and observed that the hearing might be suddenly 
and completely abolished. 

There is little that the modern clinician can add to this 
Classical description, except perhaps to mention (9) the 


transitory loss of vision which may occur without loss 
of consciousness during an attack (Gowers, 1907) and (10) 
transitory diplopia. It is important to remember that 
double vision may occur as a result of vestibular dis- 
order, lest this symptom should be attributed to ophthal- 
moplegia and ascribed to a lesion of the nervous system. 
The two images are seen one above the other, and the 
diplopia is doubtless due to skew deviation of the eyes, 
a disorder of ocular posture emanating from the labyrinth 
and sometimes occurring transitorily, as Cairns and I 
have shown (1933), after section of the auditory nerve. 
It is also important to note that, as Méniére observed, 
loss of consciousness may occur in the course of a severe 
attack of aural vertigo, and such attacks require to be 
distinguished from epilepsy. 


AETIOLOGY OF MENIERE’S SYNDROME 


Men suffer from Méniére’s syndrome more often than 
women in a proportion of about three to two. Age is 
an important factor. Méniére’s syndrome is a disorder 
of middle age, especially late middle age. The age of 
onset of vertigo in a series of forty-one of*my own 
patients is set out in the following table, the average 
being 49: 


Age Number Percentage 
RO re sretaiherarciwaisrone vere ole De ia oktddotards 2.4 
Bete oh ava. cas a ienct Siexeiviegey cael hack ) PO CT 4.8 
Ore avat ct occtas corals aieree) acs CM are eroridee cate cre tesa 14.6 
Reo) 5 yarreielos svatelersan ove en PP cco dns te ale waintelamene 
IE crete redarceinus visemes "ie Ba ORO ORE actr ee 19.5 
GO a alcrerorsictercia Neto oe BS a oiiiaietilodievta winches SEF 
OT We oid iainopeadcrate weet 4 ei eiapn ties aalatele alae 5.0 


This age incidence suggests the operation either of a 
degenerative factor or of some process requiring many 
years to cause symptoms. 

There are two unusual types of patient, however, who 
do not accord well with the conception of a progressive 
disorder. Whereas the usual mode of onset is for 
tinnitus and deafness to precede vertigo by only a few 
months or at most a year or two, it occasionally happens 
that a patient who has been deaf in one ear for thirty 
or forty years suddenly develops vertigo. Here, perhaps, 
we are dealing with two different processes, one of which 
is superimposed upon the other. Even more puzzling 
are those unusual patients whose vertigo occurs at 
extremely long intervals. Thus a trained nurse aged 
50 had a severe attack of giddiness and vomiting in 
1918, another in 1932, another in 1937, and another, 
during which I saw her, in 1938. Occasional very mild 
attacks occurred in the intervals, but tinnitus and deafness 
were absent. 

Focal aetiological factors include infection of the 
teeth, tonsils, and nasal sinuses, and I agree with Wright 
(1938a, 1938b) that focal sepsis is the most important 
single aetiological factor. I invite discussion as to 
whether the recurrent vertigo which is sometimes asso- 
ciated with blockage of the Eustachian canal is a 
pathologically distinct variety of aural vertigo. 

Abnormalities of water metabolism have been empha- 
sized by Mygind and Dederding (1928-9), Dederding 
(1929, 1931), and Nielsen (1931). Nielsen has found that 
sufferers from Meéniére’s syndrome tend to retain wate 
in the body, while Furstenberg and his collaborators 
(1934) have precipitated attacks by giving chloride and so 
causing water retention, and both Dederding and 
Furstenberg have relieved them by dehydration. The 
affinity between recurrent aural vertigo and migraine was 


first pointed out by Méniére himself and has lately been 
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stressed by snide: There are certainly clinical 
resemblances, and the association of the two disorders in 
the same patient is not uncommon. Allergy may in some 
cases be a common basis (Balyeat, 1933). 

The recent valuable observations of Cairns and Hallpike 
(1938), who have demonstrated a gross dilatation of the 
endolymph system in two cases, have made it easy to 
understand how changes in the osmotic tension of the 
blood reflected in the distended endolymph channels 
might cause variation in the symptoms and so explain 
the periodicity of the vertigo and also the fluctuations in 
the hearing noted by Dederding (1929). It seems unlikely, 
however, that disturbed water metabolism is the primary 
cause of the disorder, though it may well be a contribu- 
tory factor. Here there are suggestive analogies with 
glaucoma.- In the present state of our knowledge it 
seems best to regard Méniére’s syndrome as the end- 
result of a toxic or toxi-infective process in the labyrinth 
—Wright’s “ focal labyrinthitis.” 





Treatment 


If this view is right it follows that the eradication of 
any source of infection is the most radical form of treat- 
ment. Tobacco must be included among the exogenous 
poisons to which the labyrinth may be unusually sus- 
ceptible in some individuals. When the intake of fluid 
can be shown to be excessive its restriction may be helpful, 
though few patients will tolerate the heroic measures 
sometimes recommended. Restriction to one and a half 
pints of fluid daily should not involve hardship. Striking 
improvement sometimes follows lumbar puncture, possibly 
as a result of its indirect effect upon water metabolism. 
Phenobarbital in 4-grain doses two or three times a 
day is most valuable. Cooper (1938) and Starr (1936) 
claim good results from certain choline compounds in 
a small series of patients. Most patients respond well to 
medical treatment if it is sufficiently thorough and com- 
prehensive. Resistant and incapacitating vertigo, how- 
ever, will rightly force the physician’s hand, and surgical 
measures must then be contemplated. As in trigeminal 
neuralgia the choice lies between alcoholic injection and 
nerve division. Alcoholic injection of the labyrinth has 
its advocates (Mollison, 1936; Peacock, 1938; Wright, 
1938b), but I have no personal experience of it. Surgical 
division of the eighth nerve limited to its vestibular 
fibres is practically. free from risk and gives excellent 
results (Crowe, 1938). 
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CO-OPERATION BETWEEN OPHTHAL- 
MOLOGIST AND PHYSICIAN IN 
CERTAIN CASES OF 
VISUAL LOSS* 


BY 


C. B. F. TIVY, M.Ch., M.B. 


Senior Surgeon, Plymouth Royal Eye Infirmary 


Under our present system of medical practice the patients 
who come to an ophthalmologist are by no means all 
sent by their family doctor—a good many of them have 
not even seen him for years, and the first intimation he 
gets that all is not well with them is a letter from the 
specialist. Others who have seen their own doctor do 
not always take him fully into their confidence and do 
not realize that the condition of their eyes has any con- 
nexion with their health, and the family doctor himself 
does not always realize the connexion between the eye 
condition and the general condition of the patient. 

It was with these ideas in my head that I suggested 
that a few remarks on collaboration between the ophthal- 
mologist and the general practitioner, the physician and 
the neurologist, etc.. might be of some value. As an 
example of what often happens I should like to read to 
you the letters which passed between me and one of my 
colleagues quite recently: 


My prar L..—Mrs. A. came to see me yesterday com- 
plaining that her vision seemed to be slightly defective. She 
has worn glasses for some years and has a fair degree of 
hypermetropia and astigmatism, and the glasses did need 
some alteration. I could not get the vision of either eye 
up to full normal, the right one being slightly worse than 
the left. There is some slight pallor of both optic disks, 
especially the right, and, moreover, there is some rather 
vague limitation of the field of vision in the right eye. She 
says that her general health has not been very good, but 
I could not get any history which would connect up with 
early optic atrophy. 

Have you had a Wassermann done? If it is positive, that 
would be a reason. The only other suggestion I can make 
is the possibility of a pituitary tumour, and I must confess 
that the fields of vision are not at all typical of that. 

I am sorry to be so vague, but I feel that there is. some- 
thing wrong with the woman, but that is all ] am certain of. 


Yours sincerely, 
C. 8. F. Trvy. 


Dear Tivy,—Many thanks for your letter re Mrs. A. I 
believe you are seeing her again in a few weeks. You are 
quite right—there is something wrong. At your suggestion 
a Wassermann and a Kahn test. Both 
are strongly positive, though she has not had any symptoms 
which would suggest this. 

Going into her history, 1 find that her husband died some 
years ago of what appears to be G.P.I., and as she asked 
me point-blank if I thought she had had syphilis 1] saw no 
point in hedging. 

I am starting treatment right away. She had her gall- 
stones, gall-bladder, and appendix out four years ago. I 
had her radiographed last year for digestive symptoms—a 
case of visceroptosis. 





Yours sincerely, 


a, 





* Read in opening a discussion in the Section of Ophthalmology 
at the Annual Meeting of the British Medical Association, 
Plymouth, 1938. 
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Types of Cases likely to Benefit 


I have to. a large extent chosen types of cases that 
are likely to benefit by treatment which is within the 
scope of the general practitioner. I claim no originality 
in this paper, my object being to suggest and describe 
briefly some of the types of cases that pass through the 
hands of the ophthalmic surgeon and of which ultimate 
treatment lies with the general practitioner, the physician, 
or the neurologist. I am therefore making no reference 
to diseases that are wholly or mainly eye diseases, although 
I might really find it hard to say that any such disease is 
not an affair which has a direct connexion with the 
general health of the patient. 

| need not refer at all to injuries of the eyes, and only 
to refractive errors to point out that many cases of 
apparent sudden failure of vision in one eye can be ex- 
plained by the existence of amblyopia or a high error 
of refraction which has remained undiscovered by the 
patient until some quite irrelevant accident has put the 
other eye out of action long enough for him to be made 
dependent on the defective eye. Real sudden loss of 
Vision in One eye is sometimes difficult to date accurately 
for exactly the same reason, an example of which I can 
give by mentioning the case of a young man who came 
to me with an injury to his right eye from a football. 
Before this he was only vaguely aware that his left eye 
was not very good, but he now discovered that he could 
not see with it at all. I found that he had a large 
detachment of the retina in his left eye, and on searching 
his memory he said that he had been struck in that eye 
by a tennis ball six months before. 

Apart from injury, sudden complete loss of vision in 
One eye in young people is most commonly due to one of 
two causes——disseminated sclerosis or vitreous haemor- 
rhage —but some cases of retrobulbar neuritis from other 
causes may bring about such a rapid deterioration of 
vision that the loss may be described as sudden; and of 
course large retinal haemorrhages do occur in young 
people, and even embolism of the retinal artery. It 
will be interesting to hear from the physician and the 
neurologist where we stand with regard to disseminated 
sclerosis and why it should so often attack the optic nerve 
or the third, fourth, and sixth nerves, and one would like 
to know why large vitreous haemorrhages do occur in 
young people who are apparently otherwise healthy ; also, 
what is the best line of treatment. 

In middle-aged people sudden failure of vision is most 
often due to some failure of the vascular system, either 
in the eye itself or in the optic tracts or visual centres. 
It the eye itself is affected this will take the form of retinal 
haemorrhage of some kind, or of embolism of the retinal 
arteries or thrombosis of the veins. 


Retinal Haemorrhage 


In working-class patients failure of vision due to a large 
retinal haemorrhage or to a thrombosis of one of the 
retinal veins is very often the first symptom of advanced 
arteriosclerosis, or even of chronic Bright's disease and 
sometimes of diabetes. In case any physician may 
hereby conclude that I am talking at random I must 
explain that by “first symptom” I mean the first thing 
that the patient complains of to a doctor; and the eye 
doctor is commonly the first to become aware of the 
patient’s grave condition. And lest my general practi- 
tioner friends should think that I am casting aspersions 
on them I must go further and say that in my experience 
the average working-class patient (woman especially) will 


carry on bravely and steadily, with all the signs of advanced 
arteriosclerosis, without even thinking of consulting her 
doctor until some outstanding feature such as loss of vision 
makes it essential for her to wake up and take notice 
of herself. 


When such a patient comes before the attention of the 
ophthalmologist he can make his diagnosis fairly easily 
because he can see the haemorrhage or haemorrhages and 
he can observe the tortuous and irregular vesseis. He 
can sometimes form a shrewd idea as to whether it is a 
case of primary arteriosclerosis, or one of Bright’s disease 
or diabetes ; but, of course, he must pass the patient on 
to the family doctor or physician for the real investiga- 
tion and for treatment. As to the treatment, there is 
one small point that I should like to lay stress on: it 
is this: 

Cases of thrombosis of one of the tributaries of the retinal 
vein should be taken in hand urgently, as there is quite a fair 
chance that a good deal of vision can be restored by measures 
aimed at lowering the arterial blood pressure and quieting 
the action of the heart. The thrombosis itself is generally 
situated distal to a spot where the vein is crossed and pressed 
upon by an artery, and the loss of vision is largely due to 
oedema of the retina as well as to haemorrhages. Even if 
the block in the vein is not relieved or canalized, the haemor- 
rhages and oedema do sometimes disappear with rest in bed 
and treatment—and if this is done early a larger area of 
retina is saved from destruction. 

If failure of vision is due to retinal haemorrhages its 
significance of course varies according to the underlying 
general condition, and it is in diabetes that I think the 
haemorrhages are of most importance, as fresh ones are 
a certain indication that all is not well. The physician 
who gets a note to say that the fundus condition is 
getting worse should take this as an indication for 
reassessment of his patient, and especially he should not 
be reassured by finding that the urine is sugar-free. 

So far as cases of simple hyperpiesis are concerned I 
do not think the occurrence of occasional fresh haemor- 
rhages is any valuable indication of the generai state of the 
patient ; but of course I am open to correction by my 
physician colleagues, and I should be very glad to hear 
from them why in some cases the retina is seriously 
affected and in others very little or not at all. I have 
notes of a number of cases where the retinal haemorrhages 
were numerous and large and the arteries looked very 
bad, but where the patient has kept alive and even 
enjoyed a fairly active life for many years. These cases 
of loss of vision from simple hyperpieses are not very 
Satisfactory to either the ophthalmologist or the 
physician, because the vision does not often improve 
much under treatment and the patients are generally of 
the active type who resent the restrictions put on them 
when they do not feel really ill. It is almost impossibie 
to get them to realize that they are being saved trom 
some major disaster. 1 sometimes wonder if it is worth 
while to take a woman who is keen on gardening or some 
man who is busily and fairly happily engaged in some 
active occupation and force him or her to lead a very 
quiet life in the hope of prolonging that sort of existence 
when if left alone he or she might carry on until every- 
thing was suddenly ended by a cerebral haemorrhage. 

By no means all cases of arteriosclerosis show these 
extreme symptoms, and one which might be included 
under my heading of “loss of vision” is diplopia caused 
by a paralysis of the third, fourth, or sixth nerve. 
Paralysis of the external rectus is by far the most common, 
and { am not at all clear what the exact pathology ot! 
this condition is. Recovery generally takes place, but 
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the association of double vision with a report of wiry or 
tortuous retinal arteries should be regarded by the medical 
attendant as a well-marked danger sign. 

In addition to the three great classes of haemorrhagic 
retinal conditions which I have mentioned, there are, of 
course, various blood diseases in which retinal haemor- 
rhages occur, such as pernicious anaemia, leukaemia, and 
purpura, but in these cases the loss of vision is very 
seldom an early feature, and the physician is usually well 
aware of the disease before the ophthalmologist sees it. 


Defects in the Fields of Vision 


These form a very important item in the matter of 
liaison between the ophthalmologist and the physician, the 
neurologist and the surgeon. The elderly patient who has 
had a blockage of his posterior cerebral artery, causing a 
loss of either the right or left field of vision, will com- 
monly assert that he has lost the vision of one eye, and 
can only be convinced that that eye still sees when he is 
made to cover the other and observe objects held at the 
unaffected side of his field. A purely vascular lesion in 
the occipital region leaves the macula of each eye un- 
affected owing to the anastomosis or overlapping of the 
blood supply from the posterior and middle cerebral 
regions, and the patient can still see to read slowly. It 
is seldom that any improvement takes place in the fields, 
but the patient does learn to carry his head to one side 
so as to make better use of his unaffected eye. Beyond 
demonstrating the defect in the field of vision and sug- 
gesting that the cerebral arteries are degenerating, the 
ophthalmologist is of little help. 

It is in other cases of defects in the field of vision that 
the eye examination can really be of some help: for 
instance, in a case of middle-ear disease with symptoms 
of abscess in the brain the localization can sometimes be 
clinched between an abscess in the temporo-sphenoidal 
region and one in the cerebellum. The optic radiations 
spread out in the temporal lobe on their way from the 
geniculate body to the occipital cortex and can be inter- 
rupted by pressure. The hemianopia in cases involving 
the temporal lobe is not so completely congruous as if 
the occipital lobe or optic tract is affected, because the 
crossed and uncrossed fibres are not in such close appo- 
sition, and this incongruity is a valuable localizing sign. 

Again, in suspected tumours of the pituitary the 
charting of the fields of vision is invaluable. The loss 
of the field of vision may be the first symptom of disease, 
or it may only be found when the patient is referred by 
a physician ; but the alterations in the fields are of first- 
class importance in estimating the progress or recession 
of the disease. In other tumours .of the brain the 
localization is sometimes greatly helped, if not finally 
determined, by examination of the fields of vision. 


Injury to the Head 


There is another type of case in which I think the 
ophthalmologist can often be a help—I mean in cases 
of injury to the head where there are no definite signs 
of fracture, but just vague complaints of headache, asso- 
ciated with inability to use the eyes for near work for 
any length of time. I have seen more than one case 
where the symptoms could be explained by the supposition 
that any use of the eyes is associated with an increased 
blood supply to the visual cortex, and that this in turn 
adds to or reproduces oedema of that portion of the brain. 
Where these symptoms are present there is definite indi- 
cation that the patient must still be treated with care, 
and of course the medico-legal side must be borne in mind. 


I might go on indefinitely mentioning cases where the 
paths of the ophthalmologist and the physician cross one 
another or converge. 


Conclusion 


My main idea is to emphasize the fact that loss of vision 
in the types of case that I have mentioned, and in many 
others, can be sorted out and diagnosed to some extent 
by the ophthalmologist and that he can also help in 
keeping a watch on the progress of the case ; but the treat- 
ment is almost entirely in the hands of the family doctor, 
and I hope I have made it clear that loss of vision is 
generally only one symptom of something with wide- 
reaching consequences to the patient. 

One does sometimes see the other side of the picture, 
when a patient who is suffering from neurasthenia or 
even mild mental disorder is found to be developing 
cataract. A successful operation with restoration of easy 
reading vision will sometimes change the whole outlook 
on life. I have two examples of this in mind. 


The first case was that of a printer who had got so 
irritable and nervy that his wife had serious fears that he 
would do away with himself. I found that he had nuclear 
cataract in both eyes, and after a lot of coaxing he allowed 
me to operate on one eye. This was seven years ago. I[ 
had a most grateful letter from him last Christmas in which 
he enclosed a specimen of the minute printing that he was 
working at, and he has many more happy years of life before 
him. 

The other case was that of a country gentleman who had 
given up his shooting and fishing, had lost all interest in his 
property, and had become a nervous wreck who spent most of 
his time drinking at his club. He was dragged to see me 
by a worn-out daughter, and both he and she assured me that 
he could never face an operation. I coaxed and bullied him, 
and his doctor doped him with sedatives, and then I operated 
on him; he nearly broke the hearts of the matron of the 
nursing home and her nurses. He knocked his eye and had a 
haemorrhage, and he did everything possible to ruin his eye, 
but eventually we got him home. In due course he sent me 
a brace of pheasants which he had shot, and he lived for 
several years, a more or less reformed character. 


I am therefore pleading for a better understanding and 
collaboration between the general practitioner and the 
ophthalmologist, so that when the former gets the latter’s 
report he should read it not as something which is to be 
pigeon-holed and only referred to again if the patient 
complains about some eye symptom, but as a description 
of the patient’s morbid anatomy which has been seen 
by the ophthalmologist in a way that is seldom possible 
in any other part of the body or by any other means of 
examination. 

It may well be, on the other hand, that the family 
physician feels that he does not always get the help he 
expects or needs from the ophthalmologist, and I hope 
that some of the other speakers will point out his short- 
comings and give us an opportunity of trying to do 
better. 








Under the name of Journées du Rhumatisme a meeting will 
be held at the H6pital Cochin, 47, Faubourg Saint-Jacques, 
Paris, on October 8. The morning from 10 a.m. will be 
devoted to a demonstration of patients exhibiting the remote 
results of operations for chronic arthritis of the hip and gonor- 
rhoeal rheumatism. In the afternoon a discussion will be held 
on proionged and chronic forms of gonorrhoeal rheumatism at 
the Faculté de Médecine. Further information can be obtained 
from the Ligue Francaise contre le Rhumatisme, 23, Rue du 
Cherche-Midi, Paris, 6e. 
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NEW TYPE OF “JACKET” RESPIRATOR 
FOR THE TREATMENT OF 
POLIOMYELITIS 


BY 
AUBREY F. BURSTALL, D.Sc., M.I.Mech.E, 


Professor of Engineering, University of Melbourne 


When an epidemic of poliomyelitis, in which the nerves 
of the respiratory muscles were severely attacked, occurred 
in Victoria in 1937 1 was called upon to assist in the 
local manufacture of respirators, which were required 
quickly and in large numbers. At the beginning of the 
outbreak, in May, there were two cabinet type respirators 
in Victoria—one at the Queen’s Memorial Hospital for 
Infectious Diseases at Fairfield, manufactured by the 
Drinker Company, and the other at the Children’s Hos- 
pital, Melbourne, built by the Acme Vacuum Cleaner 
Company with the collaboration of a hospital at Toronto. 
The latter respirator was purchased in Canada for the 
Children’s Hospital by Dame Jean Macnamara in 1935, 
with a view to its being reproduced if an epidemic made 
it necessary. 

















Fic. 1.—Jacket respirator being fitted. 


A modified pulsator valve was devised, the centrifugal 
fan and valve being used in preference to the Drinker 
arrangement. By this means it is possible to couple up a 
Jarge number of respirators to one mechanically operated 
unit. The usual number was six respirators of the cabinet 
type connected to one fan and pulsator unit. Thirty-five 
of these pulsator units, to operate nearly 200 cabinets, 
were constructed in Victoria in 1937 for use all over 
Australia. 

The epidemic was almost over before it occurred to 
me that a simplified type of respirator, in which only 
the chest was included, might be equally effective and 
would certainly have many advantages over the cabinet 
type, particularly in nursing and for splinting the arms. 
This simpler type, termed the “jacket respirator,” was 


built at Christmas, 1937, in the Engineering Laboratory 
of the University of Melbourne, and was demonstrated 
to a number of medical practitioners on January 27, 1938. 
A week later one of these jacket respirators was put into 
use at the Children’s Hospital, Melbourne, and at the 

















Fic. 3.—Jacket respirator on patient and attached to pulsating 
mechanism 


time of writing (August, 1938) it has been in use con- 
tinuously ever since. Some weeks later a similar apparatus 
was built for and used in the Queen’s Hospital for Infec- 
tious Diseases at Fairfield, and others have been supplied 
to hospitals in Victoria and South Australia. One has 
also been supplied to Dr. Andrew Topping of the London 
County Council, at whose suggestion the present paper 
has been prepared. It was thought that a description 
would be of interest to members of the medical profession 
(see Figs. 1, 2, 3). 


Description of the Apparatus 


The apparatus consists of an aluminium cuirass made 
in One piece, which is hammered out to the shape of 
the thorax. It encloses the trunk of the patient from the 
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neck down to the waist-line, and is connected to the 
pulsating mechanism by means ot a one-inch flexible 
hose. It can be connected io a cabinet type respirator. 
The capacity of a cuirass is so small that a large number 
of them may be operated from one cabinet type respirator 
by drilling a hole in the cabinet and connecting a hose 
to it. Inside the cuirass is a sponge rubber vest, one 
inch thick, with holes’ for the arms, neck, and waist. 
The openings in the cuirass have a beaded edge and are 
closed to the body by soft sheet rubber jointing pieces, 
which are held to the cuirass by being lifted over the 
beaded edge. This resembles somewhat the method by 
which a glass jam-jar is covered with a parchment lid. 
Rubber rings may also be added to prevent the sheet 
from working off the beaded edge. The cuirass is pro- 
vided with four metal lugs for the attachment of the arm 
splints, as shown in the illustration. The whole of the 
metalwork can be sterilized. It weighs only 6 Ib. for 
a patient aged 10. It is thought that three sizes of cuirass 
will provide for patients ranging from the age of 3 
years up to medium-sized adults. 

For the legs and trunk the modified double Thomas 
splint frame (Macnamara, 1932), minus the arm supports, 
is fitted to the patient, the upper portion going up inside 
the aluminium cuirass and the waist-joint being made 
over the two longitudinal members of the frame. 

The time taken for two persons to dress a sick patient 
completely in the new respirator is seven minutes without 
splints and ten to twelve minutes with splints. This 
respirator is therefore not as suitable for the treatment 
of emergency cases as the Drinker type, because more 
joints have to be made, and there is more delay in getting 
the patient into the respirator. 


Merits and Demerits 


I wish to emphasize that from the outset it was never 
contemplated that this apparatus would entirely replace 
the cabinet type of respirator in a large hospital. The 
jacket respirator was primarily designed to _ provide 
cheaper and better facilities for the treatment of patients 
who had recovered from the acute stages of the disease. 

The special features which characterize this respirator 
as it was first made are as follows: 


1. The main portion is constructed of aluminium. 

2. The metal is welded up to form a single piece. 

3. The aluminium is hammered out to the shape of the 
thorax. 

4. There are no bolted or screwed joints: all joints between 
rubber and metal are of the “ jampot-cover ” type. 

5. The arm splints are attached to the cuirass and the rest 
of the double Thomas splint is used, the upper portion being 
carried up inside the respirator. 

6. The abdomen is not included. 


7. The whole apparatus is very simple to use and cheap to 
construct. 


The jacket type of respirator appears to have the 
following general advantages over the cabinet type: ; 

1. Simplicity of nursing, panning, etc. 

2. Limbs can be treated while the patient is in the 
respirator. 

3. Useful but limited movements of hands and arms are 
possible if the patient is not completely paralysed. 

4. There is a wider range of vision for the patient. 

5. An ordinary bed can be used. 

6. The whole jacket can be sterilized. 

7. The initial cost is small. 
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8. The air capacity is much less. 
9. It is maintain the 
extremities. 


easier to temperature of the 

10. It is particularly valuable when the deltoid muscles are 
paralysed. 

Experience with the jacket respirators which have been 
used up to the present reveals the following disadvan- 
tages: 

1. The time taken to install the patient in the respirator 
is longer than in the cabinet type. 

2. At least three sizes of respirator are required. 

3. To raise the arms over the head may cause the patient 
some distress, and in certain cases may make it impossible 
for this respirator to be used. 

4. There are more points where leakages may occur, and 
more rubber joints to maintain. 

Since this type of respirator was constructed discussion 
has arisen regarding the advisability of including the 
diaphragm within the respirator, and the jacket at Fair- 
field Hospital has been extended to include the diaphragm. 
This modification has not affected the ease with which the 
patient can be placed in the respirator, but it has increased 
the difficulty of attending to the patient’s back. 

The jacket respirator has other applications—for 
example, it seems to be suitable for the resuscitation of 
the apparently drowned. The small air capacity makes 
it possible for a light hand-operated bellows to be used 
in conjunction with the respirator. Further experiments 
towards its development and application for this and 
other purposes are contemplated. 

I wish to record my indebtedness to numerous members 
of the medical profession in Melbourne for their advice and 
assistance during the experimental stages of this work, and 
particularly to Dame Jean Macnamara for her advice and 
encouragement to make the first jacket respirator; to Dr. 
V. L. Collins, medical superintendent of the Children’s Hos- 
pital, Melbourne, who so willingly undertook to give it a 
trial; to Dr. F. V. Scholes, medical superintendent of the 
Queen’s Hospital for Infectious Diseases, Fairfield, Victoria, 
and his staff; and to Dr. F. Kingsley Norris for his advice 
and enthusiasm. 

The jacket respirators were constructed in the workshops of 
the engineering department at the University of Melbourne 
by Mr. D. Campbell, under my supervision. 


REFERENCE 
Macnamara, Jean (1932). British Medical Journal, 2, 1098. 











The tenth International Congress of Military Medicine and 
Pharmacy will be held in Washington in 1939 from May 7 
to May 15. Invitations to participate have been sent to every 
country by the President of the United States, and already 
several acceptances have been received. General Charles R. 
Reynolds, Surgeon-General of the United States Army, will 
be president of the Congress. The programme has already 
been tentatively drawn up, and includes discussion of the 
following questions: (1) Organization and function of the 
medical services in colonial expeditions. (2) Probable 
casualties in war and methods of calculation. (3) Practical 
procedures for anaesthesia and analgesia in war surgery. 
(4) Organization and‘function of the military chemico-pharma- 
ceutical service. (5) Emergency treatment and _ primary 
apparatus for fractures of the jaw in war. (6) Technical 
specialization of administrative officers in the medical service. 
(7) Oxygen therapy and its practical use with troops on active 
service. Registration is open to all officers of the medical 
services of the Army, Navy, Air, and Colonial Services, 
National Guard, Territorial Forces, and public health service, 
whether active or reserve. Further information may be ob- 
tained from the Secretary-General; Colonel Harold W. Jones, 
at the Army Medical Library, Washington, D.C. 
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THE DIAGNOSIS OF WHOOPING-COUGH 


BY 


A. B. DONALD, M.D., D.P.H. 


Senior Assistant Medical Officer, City Hospital, Edinburgh ; 
formerly Assistant Medical Officer, L.C.C. Special 
Hospitals, London 


(From the North-Western Hospital, Lawn Road, and Group 
Laboratory, Pond Street, London, N.W.3) 


The clinical diagnosis of whooping-cough in its earliest 
stage—when recognition would be most valuable in pre- 
venting spread of infection—is very difficult, and in the 
majority of cases quite impossible. Even in its later 
stages diagnosis is far from simple—for example, in a 
series of 171 cases sent to hospital as whooping-cough 
thirty-five, or 26 per cent., were wrongly diagnosed, while 
thirty-eight out of 136 cases, or 28 per cent., bacterio- 
logically confirmed as whooping-cough had not been 
heard to whoop before admission and never whooped 
while in hospital. In view of this difficulty in clinical 
diagnosis an effort has been made to assess the value of 
various laboratory methods of diagnosis. These may be 
divided into (1) specific tests—namely, (a) the isolation 
of H. pertussis by the cough-plate method, (5) the demon- 
stration of specific antibodies by complement fixation or 
agglutination, (c) the intradermal sensitivity test; and (2) 
non-specific tests—namely, (d) total and differential leuco- 
cyte counts, and (e) the erythrocyte sedimentation rate. The 
specific tests mentioned depend on the assumption that 
H. pertussis is the aetiological agent, the arguments in 
favour of which have recently been reviewed by 
Gardner (1936). 


Cough-plate Method of Diagnosis 


This is the only certain method of early diagnosis, 
and as there are several pitfalls in the technique of pre- 
paration of media and exposure of plates the methods 
are fully described. 

THE CULTURE MEDIUM 

Potatoes are cleaned and cut into thin slices, 250 grammes 
of which are added to 500 ml. of tap water and 9 grammes 
of sodium chloride. The mixture is boiled until the potatoes 
are soft, whereupon the loss of water in boiling is made up, 
the whole filtered through linen, and the reaction of the 
filtrate adjusted to pH 7; 60 grammes of agar powder 
(B.D.H.) are added to 1,600 ml. of tap water and dissolved. 
This gives a final concentration of 3 per cent. agar in the 
medium. To the dissolved agar solution are added 500 ml. 
of the potato extract. 20 ml. of glycerin, and 1 per cent. 
proteose peptone (“ difco”); after mixing, distribute in flasks 
in 100-ml. amounts, which are autoclaved. The medium its 
stored in the cold room till required. 

Finally, a flask of the glycerin-potato-agar medium is 
placed in the steamer for one hour. after which it is gently 
inverted several times and put in a water bath at 55° C. for 
five minutes, until the agar has a temperature of approxi- 
mately 70°C. An equal volume of defibrinated horse blood 
is put in the water bath at 55°C. for two to three minutes to 
take the chill off. The blood is added to the glycerin-potato- 
agar, mixed very gently to prevent the formation of bubbles, 
and the* mixture is poured into Petri dishes. The plates, 
Which should not be dried in the incubator, are stored in the 
cold room and may be used for a period of two weeks. It 
is most important that the surface of the medium be per- 
fectly smooth and free from pitting, which by reflecting the 
light gives a passable resemblance to colonies of H. pertussis. 


This medium is similar to that used by Westwater and 
Straker (1937), but differs from that of Gardner and 
Leslie (1932), as it contains 50 per cent. instead of 33 per 
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cent. blood. Plates of this medium when compared with 
those containing only 20 per cent. blood gave greater 
numbers of more easily identifiable colonies. 


TECHNIQUE OF EXPOSURE OF PLATES 

At the start of the series all cough-plates were taken 
by the ward sisters, but later any of the nursing staff, 
including probationer nurses, exposed the plates, and very 
few were spoiled. Two plates were exposed in every case, 
so that a heavy and a light inoculum could be obtained 
from each, and quite frequently it was found that one 
plate was positive and the other negative. Either a 
natural or an induced spasm of coughing may be used, 
the latter by tickling the front of the neck over the larynx, 
giving the patient a drink of cold water, or, as was done 
in most cases, inserting a spatula into the pharynx. Once 
the paroxysm was started the plate was held about four 
inches from the mouth and exposed for a number of 
expiratory “ barks,” which varied from fifteen to twenty 
in a very young infant to four to eight in children aged 
2 to 5 years. It is impossible to state any definite 
number of barks required, as the force of the bark varies 
greatly, and some experience by the person exposing the 
plate ts very helpful. Young children should preferably 
be lying down and older children sitting up. If the spasms 
are short the plate may be exposed on several occasions. 
Before exposure the surface of the medium should be 
quite dry, as any condensation moisture may help to 
spread contaminant growths. 

After exposure the plates were incubated at 37°C. 
In a number of instances they were left lying in the 
ward for twenty-four hours after exposure, and others 
were kept in the ice-chest for the same period, but sub- 
sequent incubation showed that these procedures did not 
in any way delay or inhibit the growth of H. pertussis. 


EXAMINATION OF PLATES 

The plates were examined as a general rule after 
seventy-two hours’ incubation, but in many instances the 
pertussis colony could be identified in forty-eight hours. 
The ease with which this was done depended almost 
entirely on a very smooth surface to the medium. 
Practically all plates were discarded after three days’ 
incubation, since a plate negative on the third day was 
never found to be positive on the fourth. In no instance 
did spreading colonies need to be cut out of the medium, 
as recommended by Gardner and Leslie (1932). 

The colonial and morphological appearances of the 
organism conformed to the descriptions given by many 
workers. Daylight was preferred to artificial light, and 
the use of a lens was found very helpful in looking for 
colonies. Haemolysis did not appear in the medium at 
seventy-two hours, but when plates’ were stored for a 
day or two longer in the ice-chest a zone of clearing 
was often observed. Of the other colonial appearances 
which may be confused with pertussis that of H. influenzae 
is most important. The latter was flatter, duller in 
oblique light, slightly transparent, and occasionally of a 
yellowish colour. 

Subculture —At least two colonies suspected as being 
H. pertussis were subcultured on the Bordet medium, and 
after twenty-four hours’ incubation the typical growth 
with a grey sheen like that of atuminium paint was seen. 
H. pertussis in a Gram-stained smear of the culture 
appears as a small Gram-negative cocco-bacillus, uniform 
in size, occurring in clumps, and giving the impression 
of a thumb-print. Occasionally the bacilli appear in 
paired forms, but very seldom in chains. 
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A gglutination.—Final identification was carried out by 
performing “ slide agglutination ” with a thick suspension 
of the subculture, and this was further verified by agglu- 
tnation by Dreyer’s method. 


RESULTS 

All cases in the series were diagnosed as whooping- 

cough on bacteriological, ‘clinical, or serological grounds. 

The results in 136 cases, many of which were examined 

by the cough-plate method on several occasions, are 
shown in Table I. 


TABLE I.—Isolation of H. pertussis from 136 Cases of 
W hooping-cough 
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The duration of disease was definitely ascertained in 
almost all cases by personal interview with relatives, and 
the date of the first cough was taken as the beginning 
of the illness. The small number of cases examined in 
the first week is due to the fact that parents do not 
consult the doctor until the paroxysmal stage has been 
reached. One case which gave positive plates in both the 
tenth and eleventh weeks is not included in the table. 
These findings are comparable with those recently pub- 
lished by Westwater and Straker (1937), who obtained 
positive plates in 86.5 per cent. of cases in the first week, 
84.4 per cent. in the second, 70.6 per cent. in the third, 
and 50 per cent. in the fourth. 


EFFECT OF BRONCHOPNEUMONIA ON EXPECTORATION OF THE 
BACILLUS 


In the series there were sixteen cases of broncho- 
pneumonia. From eleven of these positive cough-plates 
were obtained, and all were in the third week of illness 
except two, which were admitted during the fourth and 
fifth weeks. As' the remaining five cases were all admitted 
after the third week of the illness it would appear that 
bronchopneumonia does not affect the expectoration of 
the bacillus. Of these sixteen patients four died, all 
having given positive cough-plates, and at necropsy in 
three of them large numbers of H. pertussis were cultured 
from the lungs, trachea, and bronchi ; no examination was 
performed in the remaining case. 


DEGREE OF POSITIVITY OF COUGH-PLATES 


It was found that of 134 positive plates obtained at 
various stages of the illness ninety-six, or 71.6 per cent., 
had an estimated H. pertussis colony count of ten or less. 
This shows the need for careful scrutiny of each plate, 
especially if it has been over-exposed. 


ATYPICAL COLONY APPEARANCE 


In the majority of cases positive plates gave typical 
colony appearances, but five children were found to be 
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exceptions. Four of these were infected by an unsuspected 
case of whooping-cough which had been admitted to a 
scarlet fever ward. All gave much larger colonies, whiter 
than normal, and not so glistening as typical H. pertussis 
colonies. Subcultures from these colonies gave a luxuriant 
growth, less glistening than usual, and failed to show the 
typical aluminium-paint appearance. No explanation has 
been found for this atypical colony. 


RELEASE PLATES 


Although more attention has been paid to the cough- 
plate as a diagnostic method, it follows that it may have 
value as indicating the cessation of infectivity. As the 
certainty with which the bacillus can be recognized in- 
creases the duration of stay in acute fever hospitals could 
be greatly cut down in cases where further convalescence 
could be carried out at home or in a convalescent institu- 
tion if the patient were shown to be non-infective. 


CARRIERS 


The question of carriers of H. pertussis has for long 
attracted the attention of public health workers. In the 
present series 110 cases were examined on the day of 
discharge or shortly before, and in no instance was a 
carrier found, two plates being taken from each case. 
One case in particular may be mentioned. A boy of 
8 years was admitted with mild faucial diphtheria at least 
ten weeks after the start of a mild but definite clinical 
attack of whooping-cough, and this history was supported 
by serological findings, his complement-fixation test being 


strongly positive (+++). While in hospital he had a 
very occasional slightly spasmodic cough, and, as a 


matter of interest, cough-plates were taken, and two 
colonies of H. pertussis were isolated and subcultures 
agglutinated to the maximum titre of the known serum. 
A week later a plate with one colony was obtained, but 
in the tweifth and subsequent weeks there were no further 
positive plates. No cross-infection was present in the 
ward, in which there had been one week's exposure, and 
the suggestion was put forward that H. pertussis isolated 
from late cases might possibly be avirulent. To test this, 
virulence tests were made by Dr. J. C. Cruickshank at 
the London School of Hygiene on several strains of 
H. pertussis isolated in the fifth, sixth, and seventh weeks 
of infection as well as in the early stages. These were 
carried out by injecting mice intraperitonéally and noting 
the day of death. No relation was noted between the 
degree of virulence of the organism and the severity or 
duration of the illness in the patient. 


Complement-fixation Tests 


This diagnostic procedure is of very little value as a 
means of early diagnosis, as the test does not become 
positive until the third or fourth week or later. It may, 
however, be employed to establish the diagnosis in late 
or atypical cases, when the period of expectoration of the 
bacillus is past. In hospital practice it has a practical 
value, too, in ascertaining whether a child with a cough 
of long standing, suspected of being whooping-cough, 
should be admitted to a whooping-cough ward or not. 
In this series the test was carried out bi-weekly in 123 
cases of whooping-cough. 

Technique of Test——This was performed in a manner 
similar to the gonococcal complement-fixation test, using 
a virulent strain of H. pertussis as antigen (2,000 million 
organisms per ml.), and 2, 3, and 5 M.H.D. of complement. 
Sera fixing less than 2 M.H.D. were recorded as negative. 
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In the series of cases under review all, except four patients 
diagnosed as having whooping-cough on_ bacteriological 
and clinical grounds (including haematological examina- 
tion), showed a change from a negative to a_ positive 
complement-fixation reaction, or, if already positive on 
admission, became more strongly so while in hospital. 
Three of the exceptions were aged 3 weeks, 4 months, and 
3 years, and although all had typical attacks of whooping- 
cough and gave positive cough-plates, none showed anti- 
body in their sera, although they were examined repeatedly 
until the tenth week. The fourth patient, aged 7 months, 
died of bronchopneumonia during the sixth week of illness, 
and fixation tests were repeatedly negative, but as several 
other cases of bronchopneumonia showed delay in the 
appearance of antibodies until the sixth week or even later 
this result is inconclusive. At necropsy a heavy growth 
of H. pertussis was obtained from the lungs and trachea. 
All four cases had typical leucocytosis with lymphocytosis. 


RESULTS OF COMPLEMENT-FIXATION TESTS IN 123 CASES OF 
WHOOPING-COUGH 


In 123 cases of whooping-cough 383 complement- 
fixation tests were carried out at various periods, the result 
being shown here in graph form (Chart 1). 
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It is seen from the chart that the reaction becomes 
positive at approximately the third week, and increases 
steadily till at the seventh and eighth weeks the great 
Majority of cases give positive results, after which it 
falls off slowly. In general, as in other infections, the 
antibodies tend to disappear after the acute phase of the 
disease, but they may persist in low titre for a considerabie 
time or be stimulated to reappear by another infection, as 
will be shown later. 

These results may be compared with those of Chievitz 
and Meyer (1916), who found that 25 per cent. of 259 
cases tested gave positive results in the second week, and 
that during the fifth, sixth, and seventh weeks all cases 
examined gave positive reactions (100 per cent.), with a 
gradual fall to 89 per cent. at the twelfth week. This 
relatively high incidence of positive reactions early in the 
disease may be due to the fact that in many cases they did 
not inactivate the serum, which they found gave a definite 
positive when inactivated serum gave only a feebly positive 
reaction. 

DEGREE OF POSITIVITY 

The above graph (Chart 1), however, gives no indication 
of the degree of positivity, and an effort is made below 
(Table III) to do this. In Table IL the method of reading 


results of the tests is shown. 
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TaBLe II 
M.H.D. Serum 
Control Result 
2 3 5 
c C c Cc Negative 
| Tr . Cc Cc Doubtful + 
Deyree 
of 0 Tr € Cc Positive + 
haemolysis 
0 0 Tr Cc ig ++ 
0 0 0 Cc » +++ 




















M.H.D.= Minimum haemolytic dose. O=No haemolysis. Tr=Trace of 


haemolysis. C-Complete haemolysis. 


TABLE JI1 (Total Tests, 383) 
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It will be noted that out of seventeen cases fixing 
5 M.H.D. of complement (+ + +) fourteen were between 
the sixth and eleventh weeks, the remaining three occurring 
in the fourteenth and fifteenth weeks (two of these from 
the same case) ; while of eighty-eight cases fixing 3 M.H.D. 
of complement seventy-nine did so between the fifth and 
eleventh weeks, so that it would appear that the peak 
of antibody formation occurs at approximately the seventh 
to eighth week, which is a result closely allied to the curve 
of appearance of the antibodies. It may therefore be 
claimed that, if one wishes to verify the diagnosis in a 
doubtful or atypical case of whooping-cough, serum 
should be tested at this period to obtain the most certain 
proof of recent infection. 


Does a Positive Complement-fixation Test indicate a 
Recent Attack of Whooping-cough ? 


While carrying out this investigation it was observed 
that eighteen cases which had given a positive complement- 
fixation reaction eventually became negative, and it was 
thought that the fixation test might be found to be abso- 
lutely specific for the acute stage of whooping-cough. To 
verify this a series of tests were carried out on patients 
who had a previous history of whooping-cough. These 
patients were for the most part cases of scarlet fever and 
diphtheria, some acute, others convalescent, and at all 
ages from 2 to 30 years. The results obtained were 
as follows: of eighty-eight cases examined, sixty-six gave 
positive complement-fixation tests; but of these, only 
four fixed 3 M.H.D. (++), the remainder (sixty-two) 
only fixing 2 M.H.D. of complement. It may be that 
the febrile period through which these patients passed 
stimulated the reappearance of antibodies, but pyrexia 
could not be held responsible as several with positive 
results had very little elevation of temperature, while 
others with a marked degree of pyrexia gave negative 
results. In this series also the parents were not inter- 
viewed, except in a few cases, and it is possible that the 
histories of whooping-cough (given to nurses) were in 
some instances inaccurate. In five cases with a history of 
whooping-cough a year or less previously, three gave 
negative and two positive complement-fixation reactions. 
On the other hand, all the four cases giving + + comple- 
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ment-fixation reactions (3 M.H.D.) had had whooping- 
cough at least three years previously. 

Gardner (1936) in a recent publication states that, “ like 
all specific antibodies, however, their presence only proves 
that the subject has recently been under the stimulus of 
the specific antigen, not that he is suffering from the 


present infection,” and in 1934  Bennholdt-Thomsen 
claimed that adults -in contact with whooping-cough 


acquired a strongly positive complement-fixation reaction 
without showing any clinical symptoms. He found that 
eight persons with a negative or feebly positive comple- 
ment-fixation reaction were strongly positive after being 
in contact with cases of whooping-cough for periods 
varying from fourteen to seventy-four days. An attempt 
was made to verify this during the present study, but 
without success. Of fourteen persons tested before com- 
mencing work in the whooping-cough wards only two gave 
positive fixation reactions. When tested again after periods 
of contact varying from thirty-one to 120 days only two 
showed any change. One, previously negative, became 
weakly positive after forty-two days’ contact, and the other 
changed from weak positive to positive after eighty-five 
days’ contact. In addition to these results it was found 
that my own blood was negative after nine months’ 
contact, and when examined after twelve months gave a 
doubtful positive (+) reaction, while a sister in charge of 
a whooping-cough ward for sixteen months failed to show 
any antibody after this period. This short series helps 
to establish the specificity of the test. 


EFFECTS OF BRONCHOPNEUMONIA AND AGE ON COMPLEMENT- 
FIXATION TESTS 


It has been pointed out by Paton (1937) that negative 
complement-fixation reactions were found in cases with 
severe attacks of whooping-cough or where there were 
complications such as bronchopneumonia, but in most of 
his cases the blood was tested only once. In this series 
twelve cases of bronchopneumonia were tested at intervals, 
and on an average the reaction was found to become 
positive at the sixth week, which indicates delay in the 
appearance of the antibodies ; but as one of the cases in 
question did not give a positive result until the twelfth 
week, the average time of appearance of antibodies in the 
remaining eleven would be the fifth week. Of three cases 
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Cuart 2.—The continuous line represents cough-plates, and 
the broken line complement-fixation tests. 


of bronchopneumonia that ended fatally all gave negative 
reactions at the seventh week (aged 3 months), third week, 
and second week respectively. 
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Age in the present series appeared to have little effect, 
except in one child aged 1 month and in another aged 
4 months, both of whom failed to give positive comple- 
ment-fixation reactions at any stage; but in contrast to 
this seven other children, all aged 3 to 4 months, 
gave positive complement-fixation reactions, although the 
appearance of antibodies was slightly delayed. Only two 
of these gave ++ complement-fixation reactions 
(3 M.H.D.), the remaining five sera fixing only 2 M.H.D. 
Sauer (1934) mentions the difficulty in immunizing very 
young children, and other workers have experienced diffi- 
culty in demonstrating antibodies in infants. 

The accompanying graph (Chart 2) shows how the anti- 
bodies appear as the expectoration of bacilli ceases. 


Agglutinins in the Blood 


Fifty different sera, most of which gave well-marked 
complement-fixation reactions, were tested for agglutinins, 
and the conclusion come to was that the agglutination test 
was unreliable and useless as a method of diagnosis. 


Skin Tests 
A series of fifty-eight cases were tested by the intra- 
dermal injection of 0.1 ml. of a killed suspension of 
H. pertussis (2,000 millions per ml.), but results were 
equivocal, and this method was abandoned. 


Non-specific Tests 
BLOOD COUNTS 


There is considerable controversy in the literature re- 
garding the value of white cell and differential blood 
counts as an aid to the early diagnosis of whooping- 
cough. 


In the present study 118 patients were examined. White 
cell and differential blood counts of all cases were done 
on admission, and in several instances were repeated before 
discharge. The normal standard for children employed 
was that of Still (1927) (Table IV), most of the counts 
being done at a relatively late stage of the illness, usually 
after the second week. 








TABLE 1V 
Birth 6 months 2 years 5 years 10 years 
Total leucocytes .. | 24,000 to 15,000 13,000 11,000 9,000 
62,000 per c.mm. | perc.mm. | per c.mm. | per c.mm. 
per c.mm. 
Polymorphonu- 
clears 78 to 80% 33%, 40% $3% 60% 
Lymphocytes 20 to 22% 37% S24, 37% 32% 




















One case only was examined during the first week of 
illness, a girl of 54 years whose count showed 10,600 
leucocytes per c.mm., with a differential count of 55 per 
cent. polymorphs and 37 per cent. lymphocytes, which 
may be regarded as normal. During the second week 
sixteen cases were examined, and all, except two with 
leucopenia, showed a definite leucocytosis, with a relative 
and absolute lymphocytosis. 


The highest counts with lymphocytosis predominant 
were obtained in the third and fourth weeks. The average 
white cell and differential counts at three age groups are 
shown (Table V) for this period of illness (third and 
fourth weeks). 

A control series of thirty-two cases of bronchitis, mainly 
of a mild nature, were examined, the majority of the cases 
being in the age group 2-5 years (Table V). 
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TABLE V 
ram Een Poly- ympho-| No. of 
ge eucocytes morph: cytes cases 
(| 0-2 yrs 30,800 per ¢.mm. 237 65% 28 
Whooping. - | 2-5 31,000, 29% | 66% ad 
cough 
AP See 28,000 34% 63% 12 
Bronchitis 2-5 15,000 59% | 37% 32 














From these figures it will be seen that at all age groups 
in children the average leucocyte count during the third 
and tourth weeks of whooping-cough is 30,000 per c.mm., 
while the differential count shows a well-marked lympho- 
cytosis in each age group. It will be noted that the 
series of controls also shows a very mild degree of 
lymphocytosis, but the total white cell count is approxi- 
mately only half that found in the cases of whooping- 
cough. Only four cases under 6 months of age were 
examined, and in contrast to the findings of Begg and 
Coveney (1935) all showed marked lymphocytosis but only 
a mild degree of leucocytosis. 

From this peak at the third and fourth weeks the fall 


to normal was found to be very gradual. The total 
leucocyte count was the first to change, and in the 


majority of cases of uncomplicated whooping-cough had 
returned to normal at approximately the sixth or seventh 
week : but the relative lymphocytosis persisted for a 
longer period, and in 50 per cent. of cases examined was 
sull present during the ninth and tenth weeks. 


Erythrocyte Sedimentation Rate 


This test was carried out in ninety-five cases of un- 
complicated whooping-cough, employing the Westergren 
method. The results showed a retardation of the sedi- 
Meniation rate in the second and third weeks, with a slight 
acceleration in the later stages. Since, however, 29 per 
cent. of twenty-four cases of acute bronchitis also showed 
a retardation of the erythrocyte sedimentation rate, the 
test would appear to be of little value by itself, but, as 
suggested by Gold and Bell (1936), when used in con- 
junction with total and differential leucocyte counts in 
cases with a suspicious cough the test is of definite value. 


Practical Application of the Various Diagnostic Methods 


The cough-plate has been demonstrated to be the only 
sure methed of establishing the diagnosis at the onset, and 
the figures show that whooping-cough may be diagnosed 
with certainty in over 94 per cent. of cases during the first 
three weeks of the disease. By this method the abortive 
case can be recognized and isolated, thus removing an 
important factor in the dissemination of infection. The 
negative cough-plate also plays an important part in 
deciding when a child is free of infection, and it may 
render great service to the administrator of a hospital, 
institution, or boarding school. In the cough-plate the 
practitioner has at hand a means by which to diagnose 
and thus control the spread of disease in the home, and a 
method of determining when isolation should cease. The 
difficulties of this method of diagnosis should not present 
a serious obstacle to its more general use. Any modern 
bacteriological laboratory could prepare a_ suitable 
Medium in a suitable container. The use of the aluminium 
plate is to be recommended for institutions, etc., where 
carriage or postage is necessary. The time required for 
diagnosis (three days) will probably be shortened as im- 
provements in media are devised, and, in any case, it is 
no longer than is usually necessary for the isolation of the 
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typhoid bacillus from faeces. If the time and attention 
given to devising methods and media for the isolation of 
the latter organism during the past twenty years were now 
transferred to the problem of the isolation of H. pertussis, 
it is probable that the bacteriological diagnosis of whoop- 
ing-cough would soon become a simple routine procedure. 

The complement-fixation test has definite limitations, 
and is of no value in diagnosis at the time when it would 
be most useful—that is, in the early stages of infection. 
Its main value lies in corroborating the diagnosis of 
abortive or atypical cases, where the test may be found 
to have changed from negative to positive, or, if already 
positive, to become increasingly so, reaching a maximum 
degree of positivity at the seventh to eighth week. A 
strongiy positive complement-fixation reaction at this 
period is almost conclusive evidence of recent infection 
with H. pertussis. 

When bacteriological facilities are not available the total 
and differential leucocyte count is valuable in cases where 
there is-a suspicious cough, as it has been shown that a 
leucocytosis and lymphocytosis is an almost constant 
finding from the second week of the disease until almost 
the end of the stage of decline. This method has definite 
value, and cculd be employed in dispensaries and out- 
patient departments of general hospitals, and would be 
extremely helpful in diagnosis. 


Summary 


An attempt has been made to assess the value of the 


various methods available for the early diagnosis of 
whooping-cough. The methods are: (1) Specific tests— 


(a) cough-plate method, (4) complement-fixation tests. (c) 
intradermal tests; (2) Non-specific tests—(d) total and 
differential leucocyte counts. (e) erythrocyte sedimentation 
rate, 


SPECIFIC TESTS 


(a) The cough-plate method is the only means of certain 
diagnosis in the earliest stages of the disease. In a series 
of 136 cases at all stages, 100 per cent. were found to give 
positive plates in the first week, 93.5 per cent. in the second 
week, 94.8 per cent. in the third week, and 44 per cent. 
in the fourth week, after which there ts a rapid fall to 7.1 
per cent. in the fifth week, and less than I per cent. in 
subsequent weeks. The value of the cough-plate in the 
diagnosis of atypical and abortive cases is stressed and its 
value to public health administrators mentioned. Emphasis 
is also laid on the negative cough-plate as a criterion of 
the termination of infectivity. 

(b) The complement-fixation test is shown to be of 
little value except as a means of corroboration of the 
diagnosis, and occasionally as an indication of immunity 
In a series of 123 cases the reaction was found to become 
positive in 25 per cent. during the third week of illness, 
and reached a maximum during the eighth week, when 


89 per cent. of the cases gave positive fixation 
reactions. 
(c) The intradermal test, using a suspension of 


H. pertussis, is found to be valueless in diagnosis or as 
a method of determining susceptibility or immunity. 


NON-SPECIFIC TESTS 


(d) The total and differential leucocyte count is found 
to be valuable from the second week onwards, almost all 
cases examined showing marked leucocytosis and both 
absolute and relative lymphocytosis. During the third 
and fourth weeks the leucocyte count averaged 30,000 per 








DIAGNOSIS OF WHOOPING-COUGH 


Tue British 
MEDICAL JOURNAL 


cas i — 





618 Sepr. 17, 1938 





cmm., with a differential count showing 65 per cent. 
lymphocytes and 28 per cent. polymorphonuclears. 

(e) The erythrocyte sedimentation rate is shown to be 
slightly retarded or normal in almost all uncomplicated 
cases of whooping-cough in the early stages, with a slight 
increase in the later stages of the illness. 


I wish to thank Dr. ‘A. Joe, medical superintendent of the 
Edinburgh City Hospital, formerly of the North-Western 
Hospital for his advice and helpful criticism; Dr. R. 
Cruickshank, pathologist, Group Laboratory, North-Western 
Hospital, for his constant supervision and advice on the 
bacteriological and immunological work carried out in the 
group laboratory; and also the members of the laboratory 
staff for their assistance. 
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HUMAN OIL IN THE TREATMENT OF 
ADHERENT SCARS 


BY 


CECIL P. G. WAKELEY, D.Sc., F.R.C.S., F.A.C.S., 
F.R.A.C.S. (Hon.) 


Senior Surgeon, King’s College Hospital and West End 
Hospital for Nervous Diseases 


Adherent scars are always a problem, and especially so 
when adherent to bone or cartilage. Some five years ago, 
when confronted with two cases of extensive adherent 
scars in the neck due to x-ray treatment given for ex- 
ophthalmic goitre, I first tried the experiment of using 
human oil. In these cases the attenuated and parchment- 
like skin of the neck was adherent to the cartilages of 
the larynx and the trachea. All the subcutaneous tissue 
of the neck and the infrahyoid muscles had disappeared, 
and there was absolutely no independent movement of the 
skin over the trachea and laryngeal cartilages. These 
patients were in a miserable condition, and had travelled 
over the Continent and visited numerous clinics in search 
of relief for their sufferings. As may be imagined, 
swallowing was difficult and painful, as the skin and the 
trachea were densely adherent. The only form of treat- 
ment appeared to be the introduction of some substance 
between the adherent skin and the trachea, cricoid, and 
thyroid cartilages. Excision was out of the question, and 
x-ray treatment could not cure a condition it had pro- 
duced. [ experimented with various types of oil, including 
different grades of paraffin, but none of these gave satis- 
factory results and all were very painful. 

Knowing that human fat was fluid at body temperature 
—for if an incision is made into the abdominal wall one 
can see the fat globules when some of the fine trabeculae 
which hold them imprisoned are cut through—some fat 
from the omentum was removed at laparotomy and in- 
vestigated, and it gave good results. 


Preparation of the Oil 


My colleague, Dr. Creed, assisted me greatly in the 
isolation and sterilization of the human oil. The pro- 
cedure we adopt is as follows: A portion of omentum 
is removed from a person who is undergoing an opera- 
tion such as the removal of the appendix or gall-bladder, 
The excised portion of omentum is placed in a sterile 
vessel and taken to Dr. Creed’s pathological laboratory, 
It is thoroughly washed with distilled water to free it as 
completely as possible from serum and blood, and then 
placed in a specimen jar half filled with distilled water 
and plugged with cotton-wool. This is heated to 120° C, 
in the autoclave for half an hour. After this treatment 
most of the fat will be found floating free on the surtace 
of the water as a clear yellow oil. While still warm it 
is pipetted off with a sterile capillary pipette and dis- 
tributed into sterile 1 c.cm. ampoules. A little is also 
inoculated into broth culture medium to check its 
sterility. Each ampoule, after sealing, is placed in a 
short wide test tube, which is plugged with wool and 
Sterilized in the autoclave. The ampoules are kept in 
these plugged tubes so that their exterior remains sterile 
and can be safely handled by the surgeon. 


Technique of Treatment 


The human oil is liquid at body temperature but is 
quite solid at temperatures below that, as can be seen 
in Fig. 1. The tube on the right contains solid human 
oil, but that on the left has 
been heated to body tempera- 
ture and is fluid of a clear 
amber colour. The oil is put 
up in 1 c.cm. ampoules, as 
it is never safe to inject a 
larger quantity at one time, 
The ampoule is warmed in 
water until the oil is slightly 
above body temperature ; the 
neck of the ampoule is then 
broken off and the oil 
drawn up into a warmed 
5 c.cm. Record syringe. The 
reason for using a 5 c.cm. REN ES N 
syringe instead of a 2 c.cm. Fic. 1.—Solid human oil 
one is that more pressure can in the right-hand ampoule; 
be exerted when the injection ee. ee ee 
is given, and this is a most 
important point. When the oil is in the syringe the 
scar tissue is carefully cleaned with spirit, and a. site 
is selected just at the outer border of the scar tissue 
and the syringe insinuated between the adherent bone 
and the contracted and adherent skin (Fig. 2). The 
oil is forced in between these two structures, not more 
than 1 c.cm. being injected at any one place. The 
scar tissue is actually raised off the adherent bone or 
cartilage. Several different areas can be injected at one 
sitting, and the patient does not experience any more 
pain than is produced when an intramuscular injection 
is given. About twenty-four hours after the injection 
the site becomes somewhat red and hot; this condition 
persists for about twelve to twenty-four hours and then 
gradually disappears. Injections can be given at fort- 
nightly intervals, and by degrees the adherent scar is 
made to float upon the underlying structure. In the case 
of badly adherent scars due to x-ray burns, as many 
as twenty to twenty-five injections may sometimes be 
required. It is very important that the injections should 
not be too frequent and that not more than 1.5 c.cm. 
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be injected in any one area, or the scar tissue will give 
way and an ulcer will form which may take a long 
time to heal. 

Besides cases where the scar is adherent to bone or 
cartilage, which are ideal for this form of treatment, 
there are others in which extensive adhesions have formed 
between tendons and their tendon sheaths or to skin 
itself. as on the posterior surface of the hand. In such 
cases the injection of the oil often results in the free 
movement of the tendon. Here again it is important that 
not more than I c.cm. of the oil be injected at a sitting 
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Fic. 2.—Method of injecting human oil under an adherent scar. 








Fic. 3.—Showing an adherent scar on the face. 


or the thinned skin will give way: also, at least two 
weeks should elapse before a second injection is given. 
Twelve cases of adherent scars at the back of the hand 
have been treated by this method and have given uniformly 
good results. It is also valuable in many cases of burns 
of the face in which the scar is adherent to bone. Fig. 3 
shows a child that was terribly burned on the right side 
ot the face, resulting in a long adherent scar the whole 
length of the mandible on the right side. Twelve smali 
injections of human oil resulted in a mobile scar which 
is gradually becoming more supple and less distinct. 


HUMAN OIL IN TREATMENT OF ADHERENT SCARS 


I ng on 619 

In some cases of healed varicose ulcer of the leg where 
the skin is densely adherent to the tibia a mobile scar 
can be obtained by this method. 

The advantages of this form of treatment are that the 
subject can be treated as an out-patient and there is 
no incapacitation ; and it often renders extensive plastic 
Operations unnecessary. 





Clinical Memoranda 





Acute Volvulus of the Stomach 


Since Laewen in 1927 summarized forty known cases of 
volvulus of the stomach very few additional cases have 
been recorded. In a review of the literature the aetio- 
logical factors in the causation of volvulus of the stomach 
appear to be: (1) ptosis of the stomach with laxity of its 
ligaments, causing increase in the normal space beneath 
the diaphragm, associated with excessive peristalsis ; (2) 
congenital weakness of the left side*of the diaphragm. 
The following case is interesting, because it reveals the 
possibility of perigastritis as a cause of gastric volvulus. 


CaSE RECORD 

A man aged 25 was admitted into the Anlaby Road Hos- 
pital. Hull, complaining of severe pain across the upper 
abdomen and across the back at the lower dorsal and upper 
lumbar level. The pain had begun suddenly at | p.m. on the 
day of admission and had persisted with such intensity that 
by 8 p.m. on the same day he was begging to be put out of 
his misery. He was a spare man of sallow complexion, with 
peculiar slit-like eyes and a non-paralytic left external divergent 
strabismus. He had been born with “ bad eyes” and double 
inguinal hernia, for which he had had two operations. He 
had not walked until 6 years of age nor cut a tooth until 
two years later, and because of his backwardness was not 
accepted as a regular scholar at the council school until 
8 years old. On leaving school at 14 he had difficulty in 
finding employment because of his mental condition. His 
mother and father are both alive and healthy, and he has 
three brothers and four sisters, all alive and well. 

Clinical Signs —On examination there was a patch of herpes 
on his lower lip and a mucous polypus presenting at the right 
nostril. The upper third of his abdomen was somewhat dis- 
tended, but the lower two-thirds were quite normal and 
flaccid. His heart, chest, and central nervous system were 
also normal. Rectal examination revealed nothing abnormal. 
His pulse rate was 80, temperature 97°, and respirations 36. 
He was given morphine } grain. The following morning, 
after a restless night, he still complained of the agonizing 
pain. His upper abdomen was very much ballooned and now 
appeared to have definite contour. It bulged from beneath 
the eighth rib in the left anterior axillary line to the eighth 
rib in the right nipple line, and descended from these two 
sites in a parabola to two fingerbreadths below the umbilicus. 
The patient had not vomited, but had regurgitated whatever 
fluid he had attempted to take. There were no abnormal 
physical signs in the chest. The swelling was assumed to be 
due to a distended stomach. An attempt was made under 
chloroform anaesthesia to pass a stomach tube, but it was 
found impossible to get it into the stomach. A differential 
diagnosis of acute volvulus of the stomach or diaphragmatic 
herniation of the stomach was discussed, but the latter was 
ruled out as there were no suggestive signs in the chest. The 
absence of a provoking cause and of persistent vomiting 
negatived the suggestion of acute gastric dilatation. It was 
decided to take the patient into the theatre. 

Operation.—The abdomen was opened by a left upper para- 
median incision under ether anaesthesia and an enormously 
distended and cvanosed stomach exposed. Gastrostomy was 
performed and a catheter inserted into the presenting part, 
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which was later shown to be the posterior wall of the 
stomach near the pylorus. There was an escape of gas, but 
only a few ounces of clear fluid of strong acid reaction were 
evacuated. The stomach was so twisted that its pvloric end 
was under the left cupola of the diaphragm, whilst the cardiac 
end and the adjoining oesophagus had wound round the 
pylorus and were lying under the right costal margin. There 
were about four inches of stretched and twisted oesophagus 
within the abdomen. The spleen had been dragged to a 
position only slightly to the left of the mid-line of the upper 
abdomen. The duodenum, together with the head of the 
pancreas, was drawn upwards and medially towards the left 
costal margin. The stomach was twisted and kinked at both 
pyloric and cardiac ends and had become an enormously dis- 
tended closed loop. The diagnosis of volvulus of the stomach 
was thus confirmed, and rotation of the stomach in an anti- 
clockwise direction brought it into its correct lie. The stomach 
was still very distended, and a tube was passed and two pints 
of thin blackish fluid evacuated. The catheter incision was 
sutured with two catgut purse-strings and the abdomen closed 
in the usual layers without drainage. The patient died twenty- 
four hours later, and a post-mortem examination was made. 


POST-MORTEM FINDINGS 

The stomach was-enormously distended. The whole of the 
mucosa from the cardiac orifice to the pylorus had the 
appearance of a phlegmonous gastritis. Lying saddle-shaped 
across the lesser curvature in the juxtapyloric region of the 
stomach were two ulcers, the one nearer the pylorus being 
half an inch and the other a quarter of an inch in diameter. 
There was much scarring and puckering of the adjacent lesser 
omentum, which had become considerably shortened. The 
first and second parts of the duodenum were greatly distended, 
but the mucosa was quite normal. The four inches of 
stretched intra-abdominal oesophagus above the cardiac 
sphincter had the same blackish discoloration of its mucosa 
as the stomach. The liver, spleen, kidneys, brain, and heart 
were normal, as were the lungs and trachea. The stomach 
contents revealed an excess of free HCl and acid haematin, 
giving a positive guaiacum-ozonic-ether reaction. 


It was presumed in this case that the perigastritis asso- 
ciated with pre-pyloric ulceration, by causing shortening 
of the lesser omentum attached to the pyloric end of the 
stomach, had so disturbed the lie of that organ as eventu- 
ally to lead to volvulus. 


1 am grateful to Mr. C. H. Corbett, honorary consulting 
surgeon, and to Dr. Macrae Tod, medical superintendent, for 
their kind permission to publish this case. 

PHiLip SCIENCE, M.D., 
Hull. Late A.M.O., Anlaby Road Hospital. 


Thrombosis of Pulmonary Artery 


I record these two cases of thrombosis of the pulmonary 
artery which I have lately come across because the 
condition is rare. 

CASE I 

Clinical History.—A housewife aged 26 years was admitted 
to hospital on January 6, 1937, complaining of severe 
dyspnoea of three days’ duration which came suddenly on 
slight exertion twenty days after apparently normal Jabour. 
On admission the patient was very cyanosed and dyspnoeic. 
The radial pulse was 170 per minute and the blood pressure 
110/70 mm. Hg. There were few crepitations at both bases 
of lungs. The liver was slightly enlarged and tender. There 
was slight oedema of legs, and also albuminuria. The case 
was diagnosed clinically as paroxysmal tachycardia. She died 
four days after admission, on January 10. The pulse all the 
time did not fall below 120. 

Necropsy: January 10, 1937, four hours after death. 
There is marked cyanosis of face and slight oedema of legs. 
The heart shows dilatation of its right side with practically 
no hypertrophy. There is no valvular lesion. The pulmonary 
artery and its branches contain a pinkish-grey thrombus, 
which practically occludes the lumen completely. The lungs 


show congestion. There is practically no atheroma of the 
pulmonary arteries or of the systemic vessels. The viscera 
do not show any change beyond passive congestion. The 
uterus is in process of involution; no phlebitis in the pelvic 
Veins is detectable ; and there is no evidence of sepsis con- 
sequent on labour. Microscopically there is no lesion in the 
Jungs beyond some degree of congestion. Although the 
Wassermann reaction was not tested, there was no evidence 
of syphilis on post-mortem examination, either microscopically 
or naked-eye, and also no bilharziasis. Histological examina- 
tion of the other viscera did not reveal any lesions except 
the passive congestion. 
Case I 


Clinical, History —A housewife aged 50 was admitted to 
hospital on February 28, 1938, complaining of cough of 
several years’ duration, dyspnoea, and oedema of legs. On 
admission the patient, a stout woman, was much cyanosed, 
the lips and tip of nose being almost black. The radial pulse 
was 90 and regular, and the blood pressure 130/80. The 
breath sounds were diminished, with few crepitations at bases. 
The liver was four fingers below the costal margin. Oedema 
of cardiac distribution was present, and also albuminuria. The 
case was diagnosed clinically as double mitral and_ heart 


failure. She died one week after admission, on March 7. 
Necropsy : March 8, 1938. The body is that of an obese 
woman. The lower limbs are oedematous and the face is 


extremely cyanosed. The heart shows marked hypertrophy 
and dilatation of right auricle and right ventricle, whose wall 
measures about 1 cm. in thickness. The left ventricle is 
slightly hypertrophied. The valves and coronary vessels are 
practically normal. The pulmonary artery and its branches 
contain a pinkish-grey thrombus, which is fairly adherent to 
the vessel walls and largely occludes the lumen. The lungs 
show the appearance of brown induration. The bronchi are 
prominent and filled with mucoid secretion. The pulmonary 
artery and its branches show widespread patches of atheroma. 
There are some old pleural adhesions. There is ascites. The 
liver is the seat of chronic venous congestion, and the kidneys 
and spleen are indurated from the same cause. The systemic 
blood vessels are practically free from atheroma. Micro- 
scopically the lungs show bronchitis and fibrosis. The pul- 
monary vessels show atheroma, and the thrombus is in 
process of organization. Although the Wassermann reaction 
was not tested before death there was no evidence of syphilis 
on post-mortem examination, either naked-eye or micro- 
scopically, and also no bilharziasis. The other viscera showed 
chronic venous congestion on histological examination. 


COMMENT 

The apparent explanation in the first case is that twenty 
days after labour a clot in one of the pelvic veins was 
detached on exertion and attached itself to the pulmonary 
artery. It was not of such size as to cause immediate 
death, but its presence there caused thrombosis in_ the 
pulmonary artery and its branches until there was practi- 
cally complete occlusion of the vessel, and death took 
place seven days after this accident. The second case 
is apparently a form of Ayerza’s disease in which chronic 
bronchitis, fibrosis of the lungs, and pleural adhesions 
with atheroma of the pulmonary arteries predisposed to 
thrombosis in the vessels which was of some standing and 
in process of organization. The cyanosis (cardiacos 
negros) in these cases was a striking phenomenon, and 
could not be explained clinically as the condition was not 
suspected before death. Some cases of pulmonary artery 
thrombosis have been reported, and the condition is fully 
reviewed by Montgomery in the Journal of Pathology and 
Bacteriology, 1935, 41, 221. 

My thanks are due to Dr. H. A. Zaki, physician to the 
hospital, for giving me the clinical history of the cases. 

H. Barsoum, F.R.C.P.Ed., 


; Pathologist, Government Hospital, Alexandria. 
Alexandria, Egypt. 
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LEUKAEMIA AND ITS CONGENERS 


Leukemia and Allied Disorders. By Claude E. Forkner, 

A.M., M.D. (Pp. 333; 73 figures, 6 plates. 21s. net.) 

New York and London: The Macmillan Company. 1938. 
After the recent spate of ineffectual and repetitive text- 
books of haematology it is a pleasure to read a mono- 
graph which makes a contribution to the knowledge 
and study of blood diseases. Claude E. Forkner, who 
has himself done important work on leukaemia, has 
performed the Herculean task of reviewing the literature 
of leukaemia and allied disorders. The preparation of 
the manuscript called for the survey of about 5,000 
references, and the more important of these (about 1,600) 
are cited in the text and given in full at the end of the 
book. There are five useful colour plates. Leukaemia 
is defined as “an invariably fatal systemic disease of 
unknown etiology, primarily involving the blood- 
forming organs and characterized by widespread, rapid 
and disorderly proliferation of the leukocytes and their 
precursors and by the presence, almost without exception, 
at some time during the course of the disease, of immature 
leukocytes in the blood often in very large numbers.” 

It is now almost a hundred years since the classical 
description of leukaemia, yet to-day we know almost 
nothing about its cause or its specific treatment. 
Nevertheless a great deal has been learnt about its com- 
parative pathology, its incidence, and its clinical features. 
Leukaemia is widespread throughout the animal kingdom, 
and in fowls it is so common in certain areas as to be 
a menace to the chicken-raising industry. Leukaemia 
can be transmitted by cell-free filtrates in birds and by 
cellular implantation in) mammals, but attempts to 
transmit leukaemia from man to man or from man to 
animals have met with no success. In one remarkable 
instance a donor, who a few days later developed acute 
leukaemia, gave blood for the transfusion of a patient 
who had severe secondary anaemia; the donor died but 
the recipient did not develop leukaemia. There can be 
little doubt, however, that leukaemia as it appears in 
the lower mammals is the same disease as in man, and 
the experimental pathologist cannot complain of shortage 
of material. The more work that is done the closer 
becomes the parallel between leukaemia and the new 
growths: and similar aetiological factors, such as 
hereditary susceptibility, tissue irritation, and a virus, are 
Suggested. The most bizarre symptoms may arise from 
infiltrations of leucoblastic cells and the reaction of the 
tissues to their presence, and Dr. Forkner has clearly 
described and figured the less familiar manifestations in 
the skin, the mucosae, and the bones and_ joints. 
Spontaneous remissions occasionally occur in the acute 
and subacute forms of leukaemia, though they are 
apparently rare; spontaneous or induced cure of an 
authenticated leukaemia is very much rarer, but there are 
three or four cases which might pass muster. 

It may be a hard thing for the physician to accept, but 
there is no evidence that any treatment extends life in 
acute leukaemia, and on the contrary it sometimes appears 
to hasten death. In chronic leukaemia much may be 
done to add to the comfort and promote the general 
health of the patient. The most striking advance was 
the introduction of x-ray therapy, but “the hope of the 
last thirty years that more powerful x-ray equipment, 
More accurately controlled dosage, and more scientific 


knowledge concerning the biological effects of x rays 
would result in marked improvement in treatment of 
leukemia has not been fulfilled.... It must seem 
apparent to all that if leukemia is to be really satis- 
factorily treated other means than irradiation with x rays 
and radium must be sought.” Dr. Forkner has confined 
himself fairly strictly to leukaemia and has hardly 
touched on multiple myeloma, or on the group of “ reti- 
culoses” which occupy the unfamiliar tract of country 
between the leukaemias and Hodgkin’s disease. Within 
the territory to which he has limited himself Dr. Forkner 
has organized and classified knowledge without regiment- 
ing it or perverting it to a theory, and has thus performed 
a major service to haematology. 


CHARACTERS OF THE PNEUMOCOCCUS 


The Biology of Pneumococcus. The Bacteriological, 
Biochemical, and Immunological Characters and Activities 
of Diplococcus Pneumoniae. By Benjamin White, Ph.D. 
With the collaboration of Elliot Stirling Robinson, M.D., 


Ph.D., and Laverne Almon Barnes, Ph.D. (Pp. 799; 
illustrated. 4.50 dollars; 20s. net.) New York: The 
Commonwealth Fund; London: Humphrey Milford, 
Oxford University Press. 1938. 


The authors of this volume have attempted the formidable 
task of reviewing the extensive literature which has 
accumulated during the last fifty years on the bacterio- 
logical, biochemical, and immunological characters of the 
pneumococcus. The first chapter opens with an interest- 
ing historical account of the early work on the pneumo- 
coccus, and in succeeding chapters morphological cultural 
and biochemical characters, classification, transformation 
of types, pathogenicity for animals and for man, chemical 
nature of the antigens of pneumococcus, antibodies, and 
active and passive immunization are considered in detail. 
For the sake of completeness a chapter on serum treat- 
ment has been included, but this aspect of the subject 
has been treated at greater length in a companion volume, 
since issued, by Drs. R. Heffron and F. T. Lord. On 
page 471 the authors state, in relation to the discussion of 
dermal allergy, that their primary purpose has been to 
recite the many observations as they have been reported 
in the literature in order that no contributions, whatever 
might be their value, should be neglected. This principle 
has been largely followed throughout the book, and while 
this treatment makes the volume useful as a source of 
reference it does not always make for easy reading. 

The description of the methods which have been evolved 
for the determination of pneumococcal type is not always 
clear, and the phrase “protection test” appears to be 
used when simple mouse inoculation with infective 
material is meant (pp. 121 and 133). In Chapter V an 
interesting account is given of the experimental work on 
the transformation of pneumococcal types, which began 
with the pioneer researches of F. Griffith. In this chapter 
a few errors are to be found. On page 148, for instance, 
Dawson is reported to have obtained Type I R pneumo- 
coccus by growing a freshly isolated Type I S strain in 
25 per cent. Type I anti-R serum, and the experiments 
attributed to Dawson's paper published in 1928 (p. 137) 
were recorded in a paper published two years later. In 
certain other instances inaccuracies occur, and in the 
quotation from Abernethy’s paper (p. 369) the substitution 
of the word “inactive” for “reactive” gives a false 
interpretation of the facts. 

The fundamental researches of Avery and his colleagues 
on the antigens of the pneumococcus, indicating clearly 
for the first time the importance of complex poly- 
saccharides in the antigenic make-up of bacteria, have 
pointed the way to many of the recent advances in our 
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knowledge of bacterial antigens in relation to immunity. 
The chapter on the chemical constituents of pneumococcus 
gives a very clear account of the development of know- 
ledge in this field, and the many contributions of various 
workers have been admirably analysed. In the effort to 
make the review of various aspects of the subject as 
complete as possible a certain amount of repetition has 
been inevitable, and this is perhaps most obvious in the 
chapters dealing with antigenicity of pneumococcus, anti- 
bodies to pneumococcus, and host response to antigenicity 
of pneumococcus. In the summary to Chapter XI (p. 423), 
and again in the following chapter (p. 445), the various 
manifestations of antibody activity are discussed as if these 
were due to separate substances in the serum of immune 
animals, although there is ample evidence, quoted else- 
where by the authors, that many of these effects are due 
to a single antibody directed against the type-specific 
polysaccharide. 

The recent work on the newer sulphonamide com- 
pounds in pneumococcal infections suggests that there 
will soon be available a more effective drug than 
the cinchona compounds discussed in the chapter on 
chemotherapy. Nevertheless it seems probable that 
the production of anti-pneumococcal serum, which is 
very fully treated in this book, will remain a matter of the 
greatest importance in the treatment of pneumococcal 
infections. Special methods used in the study of pneumo- 
coccus and in the preparation and standardization of 
antisera are given in a useful appendix which covers 
forty-two pages. The more recent work of Heidelberger 
and his colleagues, however, has shown that more accurate 
results can be achieved by modifications in technique 
recently introduced than by the method of nitrogen deter- 
mination on specific precipitates as outlined on pages 
643 and 644. 

The extensive bibliography occupies 105 pages, and the 
index twenty-nine pages. In spite of minor inaccuracies 
in this volume, some of which have been noted above, 
this book may be recommended as a valuable review 
which indicates the sum of our knowledge of the pneumo- 
coccus acquired during recent years, and should prove of 
the greatest value as a work of reference for those inter- 
ested in the bacteriology and immunology of pneumococcal 
infection. 


THE REFRACTION OF THE EYE 


Refraction of the Eye, including Elementary Physiological 
Optics. By Charles Goulden, M.D., M.C., F.R.CS. 
Introduction by Sir John Herbert Parsons, F.R.C.S., F.R.S. 
Second edition. (Pp. 271; 181 figures. 12s. 6d. net.) 
London: J. and A. Churchill. 1938. 
For the most part medical practitioners attached to 
hospitals who confine their practice to eye work are called 
ophthalmic surgeons. The name is not altogether without 
ambiguity to the lay mind, which associates the word 
“surgeon,” especially in connexion with hospitals, with 
operations—cutting operations. So there is a tendency for 
such practitioners to call themselves ophthalmologists, with 
the idea of correcting this ambiguity. The improvement 


in the general health of the community has without’ 


doubt lessened the volume of operative ophthalmic 
surgery aS compared, say, with some Eastern countries. 
But with that improvement there is associated an increase 
in the demands upon the eyesight of the people of all 
grades, for fine technical work is the mark of high 
industrial development. That change has increased the 


demand upon the skill of the ophthalmologist in detecting 
reasons for tired eyes, and in finding means for the pre- 
vention of that tiredness. 


This is now the chief part 
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of the work of the ophthalmologist, certainly in volume, 
and probably in importance. 

Mr. Charles Goulden has produced a second edition 
of his book Refraction of the Eye. Since it is the out- 
come of a series of lectures on physiological optics 
delivered at the Royal London Ophthalmic Hospital to 
students preparing for the diploma in ophthalmic medicine 
and surgery of the Conjoint Board of the Royal Colleges 
of Physicians and Surgeons, it is a combination of 
theoretical and practical instruction that is well balanced. 
It is an excellent book, clearly written with commendable 
brevity, and admirably illustrated. It should prove a 
useful help to the student and a good remembrancer to 
the practitioner. Like all Churchill's books it is well 
printed. 


POISON GAS 


On Guard against Gas. By H. A. Sisson, O.B.E., M.A., 

F.C.A. (Pp. 91; 2s. net.) London: Hutchinson and 

Co. 1938. 

Breathe Freely: The Truth about Poison Gas. By 

James Kendall, M.A., D.Sc., F.R.S. (Pp. 179; 3s. 6d. 

net.) London: G. Bell and Sons. 1938. 
On Guard against Gas, by Major H. A. Sisson, is a 
book that can be recommended to all who desire a well- 
balanced account of the probable dangers of gas attacks 
and the best means by which they may be minimized, 
The author was D.A.D. Gas Services at G.H.Q. in France 
and hence has an accurate knowledge of the potentialities 
of poison gas. His view is that gas will play a sub- 
sidiary part in air raids, that it will be combined with high- 
explosive and incendiary bombs, and will be used mainly 
to create panic and to hamper the work of rescue and 
reorganization. He is also of the opinion that mustard 
gas is the substance most likely to be used. Naturally 
he is under no illusions about the highly unpleasant 
properties of this substance, and indeed he remarks: “It 
is probable that mustard gas will play as large a part in 
the history of the human race as gunpowder has.” On 
the other hand, he points out that panic is the best friend 
of gas, and that if the population does not give way to 
panic but keeps under the shelter of houses in rooms 
made as gasproof as possible, then gas by itself will 
cause relatively few casualties and is probably much less 
to be feared than is the high-explosive bomb. The book 
opens with an interesting account of the history of 
gas warfare, gives a short account of the properties of the 


‘chief gases, and finally gives a brief and clear account of 


the methods of defence. Gas attacks are very much in 
the public mind at present. No one can foretell what 
will be the result of an intensive gas attack on a big 
city, but a few persons who, like Major Sisson, have a 
really extensive first-hand knowledge of gas warfare are 
in a position to make an intelligent forecast. For this 
reason his book is of quite exceptional interest. 


Breathe Freely, by Professor J. Kendall, is a book that 
arouses varied emotions. The author performs a useful 
public service by ridiculing in a very entertaining manner 
an assortment of the many silly exaggerations that have 
been written about the perils of poison gas. The book 
also contains a large amount of important specialist in- 
formation. For example, the author states and explains 
the physico-chemical laws that limit the employment and 
action of gas, and shows the impossibility of poisoning 
a city by a few gas bombs or of raining down a “ dew 
of death” on an area provided with adequate anti- 
aircraft defence. One feels, however, that in his laudable 
endeavour to allay panic he at times becomes unduly 
sanguine. The casual reader might, for instance, be left 
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with the impression that mustard gas was a_ harmless 
bogy, whereas experience teaches that an area that has 
been plastered with this substance is a highly unpleasant 
and dangerous place of residence and also is extremely 
difficult to clean up. So much nonsense has been talked 
about the dangers of poison gas that a counterblast is 
welcome ; but it is desirable not to err on the other side 
by unduly minimizing the dangers, since, in the unhappy 
event of air raids on Britain becoming realities instead 
of fears of the future, carelessness and lack of preparation 
might be worse dangers than panic. Furthermore panic 
may be aroused not only by exaggerated fears but also by 
approaching a real danger with unwarranted optimism. 


DIETETICS 


Treatment by Diet. By Clifford J. Barborka, R.S., M.S., 
M.D.. D.Sc., F.A.C.P. Third edition, revised. (Pp. 642; 
illustrated. 21s. net.) Philadelphia, London, New York, 
Montreal: J. B. Lippincott Company. 1937. 
Dr. Barborka’s book on treatment by diet, which appeared 
first in 1934, has now been issued in a third edition. 
The general scope of the volume, an earlier edition of 
which was reviewed in this Journal in July, 1935, is 
essentially unchanged. After an introductory section on 
the dietary requirements in health, dietetic treatment of 
disease is discussed in detail. In some diseases dieting 
is Of paramount importance ; in all it must be considered 
by the attending physician. Each disease heading has a 
short statement of the dietetic indications, and these are 
then worked out in a series of set diets which may be 
immediately adapted to the particular case. The book 
is to be recommended as a useful addition to the refer- 
ence books beside the consulting-room desk, even 
aliowing for the differences of foods which are found on 
American and English tables. Most of the sections are 
well prepared and orthodox; in dealing with gout, 
though many gouty patients are benefited by reduction of 
total intake, we cannot agree with the high carbohydrate 
diet recommended by the author. A general reduction in 
diet, giving adequate protein provided it is of low-purine 
content, is, we believe, suitable in practice. 








Notes on Books 


L’Année Thérapeutique for 1937 (Masson, 25 fr.) is the 
twelfth of a series which aims at giving an annual sum- 
mary of recent advances in medical treatment. The author 
has drawn his information from recent publications in 
France and abroad, and presents the work of the year 
under the headings of certain diseases and their symptoms 
and means of alleviation; modern methods of treatment 
in anaesthesia, radiotherapy, autohaemotherapy, and arti- 
ficial fever; and new medication. Among the latter, 
mandelic acid, the new forms of insulin and compounds 
of barbiturates, para-aminophenylsulphamide (prontosil, 
etc.), and recent progress in knowledge of vitamins are 
dealt with. The result is a considered review of modern 
therapeutics, and is not merely a compilation. There is 
a good index, and the cross-reference arrangement gives 
a useful conspectus of recent advances. 


To Drink or not to Drink, by CHARLES H. DuRrFEE, 
Ph.D., is published by Longmans, Green (6s.). The 
problem of alcoholism must always be an interesting and 
important one, and recent legislation in America and its 
repeal have raised this question in an acute form in that 
country. The present volume is an exposition by an 
educational psychologist of his method of treating patients 
by making them work out their emotional reactions in 
manual tasks on the farm colony which he has organized, 
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together with a certain amount of simple psychological 
discussion. Most of those who have studied the problem 
will agree with the author that alcohol is but a symptom 
of an underlying personality problem, and that it is not 
enough for the patient simply to know why he is 
alcoholic ; he must alter his emotional attitude towards 
life and learn to live without alcohol. The methods 
advocated by Dr. Durfee will undoubtedly be suc- 
cessful in some cases, but it would be a mistake-to 
think that in this volume the subject has been covered 
completely or the last word said on the treatment of 
alcoholism. 





SET OF NON-SLIPPING HYSTERECTOMY CLAMPS 


Mr. KENNETH MCMILLAN, F.R.C.S., honorary surgeon, Bir- 
mingham and Midland Hospital for Women and Birmingham 
Maternity Hospital, writes: 


The two main features of these clamps are that the blades 
are deeply grooved longitudinally instead of transversely, and 
that the groovings articulate accurately. This longitudinal 
grooving has been used before, but the vertical depth of the 
blades was insufficient to prevent distortion when gripping 
tough tissues, so that the tissue slipped out frequently, par- 
ticularly when clamping the vagina. 

The complete set consists of two angled ovarian pedicle 
clamps, two slightly curved uterine artery clamps of moditied 
La Foure pattern, two straight cervical artery clamps, and 
two very powerful curved vaginal clamps. The ovarian 
clamps are angled so that the handles hang down over the 
edge of the wound out of the surgeon’s way. 

In section, the blades represent an isosceles triangle, the two 
long sides giving a much stronger grip on the tissues than the 
short base of the ordinary clamp. The 
shoulder at A prevents the tissues from B 
being cut through, and the edge at B is 
finished guite bluntly for the same A 
reason. Thus, tissue paper can be held 
firmly without cutting or slipping, as well 
as the toughest pedicles. The jaws of 
the straight cervical artery clamps are 
of the same design, and produce a most satisfactory pedicle 
to tie in a rather inaccessible and deep _ position. The 
uterine artery clamps are of the same general design as 
La Foure’s pattern, but with the grooves in the jaws 
deepened and running longitudinally. 

The powerful vaginal clamps are 
deliberately made heavy enough to avoid 
any distortion under load. The curved 
jaws are deeply grooved longitudinally and 
the grooves articulate accurately as shown 
in the enlarged section illustrated here. 

The jaws are also tapered from hinge to 

tip, so that when the pair of clamps are used, tip to tip, across 
the vagina, and a continuous suture applied round them 
from one side to the other, each clamp can be withdrawn 
and the suture pulled tight without the vaginal edges opening. 


In addition to 
their special use 
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in gynaecology, it 
is possible the 
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Harris and Co. (1913), Ltd., of Birmingham have kindly made 
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INCONTINENCE FROM ACCUMULATION 
OF FAECES IN THE RECTUM 
BY 


HAROLD DODD, Ch.M., F.R.C.S. 
Surgeon to King George V Hospital, liford, and to the 
Royal Hospital, Richmond 


Incontinence of faeces during an illness is a very tiresome 
feature both to the patient and to the nurses. This in- 
continence may be due to an accumulation of faeces 
impacted in the rectum, so large and hard that it is 
impossible for the patient to pass it. That this is an 
occasional cause is not, in my experience, generally recog- 
nized ; fortunately it is one which is readily amenable to 
treatment. Comparatively recently I have seen four such 
cases of faecal incontinence which, while presenting the 
same urgent symptom, have stimulated totally different 
diagnoses. They appear to be interesting enough to merit 
a short description. 


Case I: Perforated Duodenal Ulcer; Query ‘* Organic 
Nerve Disease ” 


A man aged 48 was suffering from general peritonitis and 
severe abdominal distension three days after the suture of a 
perforated duodenal ulcer. I was asked to see him because 
he was in extremis. 1 advised sedatives and heat to the abdo- 
men, continuous gastric lavage and intravenous salines, and 
no aperients, enemata, or injections. He steadily improved. 
I saw him again sixteen days later because he was incontinent 
of faeces; a bad prognosis had been formulated, querying 
an Organic nervous disease as well as a peptic ulcer. A glance 
at his tranquil countenance, his moist clean tongue, and his 
equal reacting pupils, with a normal pulse and temperature, 
tended to negative this suggestion. The abdomen was doughy 
and soft but not distended, and a finger in the rectum found 
a hard mass the size of a foetal head; it was too large and 
firm to pass through the anus. During the course of the next 
few days this was removed by digital morcellement, with 
complete recovery. 


Case II: An Unusual Case of Acute Intestinal Obstruction 


I was called to hospital to see a woman of 37 with an 
acute intestinal obstruction. She was already in the ward 
under the care of my physician colleague for indigestion and 
anaemia. She was now suffering from acute abdominal pain, 
vomiting, and a distended but not tense abdomen, and had 
been constipated for the previous four davs. Two enemas had 
been given with but coloured faecal results, and little or no 
filatus was passed. The diagnosis appeared to be a clear one 
of mild acute intestinal obstruction. Further, she had developed 
incontinence of urine in the previous twelve hours. The 
routine examination of her rectum revealed a mass even larger 
than a foetal head. The house-physician said he had done 
a rectal examination and that he didn’t know what to make 
of it—he had never felt anything like it before. Removal 
of the accumulation with the gloved finger and olive-oil 
enemas gave complete relief. 


Case III: Enlarged Prosiate ; Retention of Urine ; 
Query Uraemia 


A man aged 67 was admitted to hospital with retention of 
urine from enlargement of the prostate. His bladder was’ 
decompressed, suprapubic cystostomy was performed, and he 
progressed well for three weeks, when my _ house-surgeon 
ventured the opinion that uraemia was beginning, for the 
patient didn’t seem so well, had a threatening bedsore, and 
had become incontinent of faeces. The ward sister stated 
that the bowels had been opened on alternate days by an 
enema. An examination of the rectum revealed a mass quite 
the size, and almost the consistency, of a cricket ball; this 
was with difficulty removed with the gloved finger, after which 
continence returned. 
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Case IV: ‘‘ Inoperable Carcinoma of the Rectum” with 
Intractable Pain 

I was asked to see an old lady aged 82 who was suffering 
from chronic intestinal obstruction which had become acute 
owing to “a huge inoperable carcinoma of the rectum.” For 
two weeks she had been incontinent of faeces and urine, 
groaning day and night with pain, which was only partially 
relieved by frequent morphine injections. The relatives were 
strained to the utmost with the nursing, and the doctor was 
seriously embarrassed by calls every three to four hours for 
sedatives, day and night. The question raised was whether 
an intrathecal injection of absolute alcohol would be of 
service. The patient was in extremis, with a wooden dry 
tongue and a pulse of 120; and the respirations were shallow 
and slow. She was vomiting freely, and the problem of her 
nourishment and nursing was an acute one. A finger in the 
rectum met with a surprise in the shape of a huge faecal mass 
which had been mistaken for an inoperable carcinoma of the 
rectum. It was an enormous aggregation that could be 
ballotted bimanually; this also explained the urinary incon- 
tinence. 

It was gradually extracted, together with daily warm olive- 
oil enemas. A very anxious time followed detoxicating the 
patient from the large amounts of morphine and hyoscine 
she had had. 

Commentary 

These patients illustrate four possible manifestations: 
after a major gastric operation, raising the question of 
central nervous disease ; acute intestinal obstruction in an 
obscure case of indigestion; uraemia after retention of 
urine from an enlarged prostate; and intractable pain 
from an inoperable carcinoma of the rectum. In two 
instances, Cases | and III, the rectal examination had been 
omitted, recalling the aphorism that “if you don’t put your 
finger into the rectum you will put your foot in it.” in 
Cases II and IV a finger had investigated the rectum 
without the condition being recognized—a raison d’étre for 
this note, and suggesting the necessity for educating the 
finger in rectal pathology by assiduous practice. In these 
days of slogans the following might prove an apt 
reminder: “Put your finger into the rectum; you may 
find a brick in it.” 


The incontinence takes the form of a continuous dis- 
charge of faecal coloured fluid, a mixture of mucus which 
dissolves faeces from the mass. The mucus is poured out 
in response to the mechanical irritation of the bowel. It 
is this discharge which suggests that the bowel lumen is 
patent and tends to conceal from the observer that extreme 
constipation is the actual cause. 


Treatment 


The treatment of the condition is simple, being that of 
digital removal of the hard faeces, assisted by olive-oil 
enemas ; the rectum is usually clear in two days, but it 
may take a week before the colon is empty and continence 
returns. The procedure must be carried out with gentle- 
ness, lest the anal canal be Jacerated and bleeding or a 
perianal abscess be thereby excited ; for these subjects are 
usually debilitated, and sepsis starts readily in this area, 
which is already catarrhaily inflamed. For this reason 
spoons and forceps are never used ; only a gentle intelli- 








The Annales de la Société Belge de Chirurgie et Journal de 
Chirurgie has recently issued a volume containing articles 
by Dr. Oct. Coquelet on “Surgical Affections of the Lung 
and the Bronchi,” by Dr, Jean Govaerts on “ Tumours of 
the Lung,” and by Professor Christovhe and Dr. Laduron on 
“ Reparative Surgery of the Peripheral Nerves.” 
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THE VITAMIN B COMPLEX 


Until about thirteen years ago vitamin B was 
regarded as one substance with two functions: it 
cured or prevented beriberi in man and polyneuritis 
in pigeons, and it was necessary for the growth of 
rats. In many food substances tested the amount 
that had to be added to the vitamin—B-deficient 
dict of the rats in order to make them grow bore 
a fairly constant ratio to the amount that was 
needed to cure a pigeon of polyneuritis, allowance 
being made even in those days for the variation in 
response of different animals to equal doses of 
the same substance. However, as details of experi- 
rental technique with animals came under more 
careful control it became evident that the ratio 
of the anti-beriberi potency to the growth-pro- 
moting potency in different substances varied 
widely. A substance which could cure polyneuritis 
in pigeons by a very small dose was not nearly so 
potent in promoting growth in rats otherwise de- 
prived of vitamin B. This was particularly evi- 
dent in the vitamin B concentrates prepared by 
the method of Peters and his co-workers. The 
more potent his concentrates became in their anti- 
neuritic property the less effective were they in 
supplementing the vitamin—B-deficient diets of 
rats. It was known at this time that by auto- 
claving yeast its anti-neuritic potency was destroyed 
and that it could not make good the deficiency of 
the rats’ diets. Workers in several laboratories, 
however, soon showed that when anti-neuritic con- 
centrates and autoclaved yeast were given to rats 
fed on the vitamin—B-deficient diet the animals 
could grow. This, then, proved the existence of 
two factors at least in vitamin B, and they were 
tentatively named vitamin B,—the anti-neuritic and 
more heat-labile constituent—and vitamin B,— 
the more heat-stable constituent. In the U.S.A. 
some workers preferred to call these two factors 
B and G; others, F and G. 

Further work revealed the existence of other 
factors which were water-soluble and therefore 
classified temporarily as B vitamins. One factor 
present in wheat germ was found to be necessary 


for the maintenance of weight in pigeons and 
named vitamin B,. Another very heat-labile factor 
in yeast, necessary for the rat and chick, received 
the name vitamin B,; another, necessary for the 
pigeon, was named B.;: and another, necessary 
for the rat (anti-dermatitis), was named B,. Still 
another factor, present in liver extract, is regarded 
as preventing dermatitis in chickens: it is generally 
known as the “filtrate factor.” It could not be 
determined which of these was the anti-pellagra 
factor, for none of them was obtainable in a pure 
form except vitamin B,. which was completely in- 
effective in the treatment of pellagra. Further work 
on what had been called vitamin B, demonstrated 
that the effects were due to two substances at 
least—lactoflavin, known as riboflavin since its 
composition was determined, and the anti-dermatitis 
factor, previously called vitamin B,, which 
Lepkovsky’ has recently claimed to obtain in 
crystalline form—but neither of these proved to be 
the pellagra-preventive factor. Less than twelve 
months ago, however, Elvehjem showed that 
nicotinic acid cured black tongue in dogs, a con- 
dition which is thought comparable with pellagra 
in man, and clinical trials have since proved that 
nicotinic acid can indeed cure the most typical 
symptoms in the pellagra syndrome. Carter and 
O’Brien’ * have now confirmed the earlier findings 
of the pigeon’s need for vitamins B,. B,, B., and 
riboflavin. Macrae* declares that the rat requires 
vitamin B,, lactoflavin, an unidentified factor 
present in an autoclaved aqueous yeast extract 
after extraction with fuller’s earth (yeast-filtrate 
factor), and an unidentified factor present in the 
barium hydroxide eluate of a fuller’s earth ad- 
sorbate from an autoclaved aqueous yeast extract 
(yeast-eluate factor). Nicotinic acid was not either 
of these yeast factors. Amyl alcohol extracts pre- 
pared from liver extracts contained a growth factor 
for rats distinct from all the preceding ones. Thus 
the number of factors tentatively included in the 
term vitamin B complex is by no means clearly 
determined. Those whose existence is generally 
accepted at present are B, (aneurin or thiamine), 
lactoflavin (riboflavin), vitamin B, (the rat anti- 
dermatitis factor), and nicotinic acid (the anti- 
pellagra factor). Others accepted by many workers 
are vitamins B,, B,, B.. the liver-filtrate factor 
(chick anti-dermatitis factor), and Macrae’s yeast- 
filtrate and yeast-eluate factors. 





* Science, 1938, 87, 169. 
* Biochem. J.. 1937, 31, 2264. 
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‘ Ibid., 2225. 
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Returning to vitamin B,, it may be recalled that 
Westenbrink”’ showed that by feeding rats on a diet 
free from this all the tissues of the rats except the 
brain became depleted of their reserves of vitamin 
B, within five or six weeks. The amount stored 
in the tissues is limited but dependent on the 
intake. Excess is excreted in the urine. Harris 
and Leong’ have stated that “a daily excretion 
of less than 12 International Units raises the pre- 
sumption that the diet contains less than a normal 
allowance of vitamin B,.” Babkin’ has demon- 
strated that the gastric glands of dogs on the 
vitamin—B-deficient diet do not respond to the 
usual stimuli—sham feeding, subcutaneous injec- 
tion of histamine, the presence of food or 5 per 
cent. solution of alcohol in the intestine. When 
yeast was administered the responses became 
normal, but the effective substance in the yeast was 
not determined. These results may afford an 
explanation of the anorexia so characteristic of 
vitamin-B, deficiency. Molitor and Sampson* have 
found that vitamin B, is without influence on the 
contractions of the intestine. The role of vitamin 
B, in the metabolism of carbohydrate, fat, and 
protein is still a subject for experiment. Peters 
and his co-workers’ have postulated the theory that 
it acts as a co-enzyme in the metabolism of carbo- 
hydrate, more especially in the oxidative break- 
down of pyruvic acid. This is supported by a 
large amount of experimental work on the ratio 
between oxygen uptake and disappearance of 
pyruvic acid in normal brain tissue and in brain 
tissue of pigeons suffering from  vitamin-B, 
deficiency. It is suggested by Lipmann’® that 
vitamin B, is converted into vitamin pyrophosphate 
by the brain tissue, and that in this form it acts 
as a co-ferment helping either the carboxylase to 
break down the pyruvic acid to acetaldehyde and 
carbon dioxide or the oxidase to oxidize the pyruvic 
acid to acetic acid and carbon dioxide. 

Vitamin B, exerts a demonstrable action only 
with B,-deficient animals. Excess dosage has no 
effect. No toxic symptoms have been observed 
when amounts 25,000 times the estimated daily 
requirement were administered. Hawes!'! has ob- 
tained dramatic cures by giving large injections 
of vitamin B, to patients suffering from acute ful- 
minating cardiac beriberi. Stern’? has injected 
synthetic vitamin B, in doses of 500 to 50.000 
International Units intrathecally for the relief of 
intractable pain and for inflammatory and de- 
generative diseases of the central nervous system. 


* Arch. néerl. physiol., 1932, 17, 560. 

* Lancet, 1936, 1, 886. 

7 Canad. med. Ass. J., 1933, 29, 5. 

® Quoted in J. Amer. med. Ass., 1938, 110, 805. 
* Tancet, 1936, 1, 1161. 

2° Nature, 1937, 140, 25. 

1 Trans. roy. Soc. trop. Med. Hyg., 1938, 31, 474. 
8 Amer. J. Surg., 1938, 39, 495. 
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The action of the vitamin is much quicker when 
injected than when given by mouth.’  Fischer,’* 
determining the amounts of vitamin B, in the 
crystalline lens in cases of cataract, found less of 
it and more pyruvic acid than in the normal lens, 
and concluded that the vitamin plays an important 
part in the oxidation-reduction system of the lens. 
The question of the presence of vitamin B, in white 
and wholemeal flours and breads has lately been 
reinvestigated by Copping and Roscoe.’* They 
found that straight-run white flour, whether new 
or old, bleached or unbleached, contained 0.37 
International Unit per gramme. Patent flour con- 
tained none and wholemeal 1.18 units per gramme. 
Bread made with yeast had no more vitamin B, than 
the flour from which it was made. Thus a man 
would have to eat each day more than half a 
pound of white bread made from straight-run flour 
—not from patent flour—in order to obtain about 
a quarter of the vitamin B, needed. The impor- 
tance of brown bread or of wholemeal bread in 
the diet was stressed in these columns recently.’° 
Day, Darby, and Cosgrave'® claim to have shown 
that riboflavin is the anti-cataract factor, but 
Morgan, Cook, and Davison'’ are of the opinion 
that the filtrate factor is the anti-cataract factor. 
They believe that both flavin and vitamin B, are 
produced, probably by micro-organisms, in the 
intestines of rats fed on large proportions of 
lactose, but this did not prevent the development 
of cataract in a large proportion of their rats. 
They found that the filtrate factor was in corn 
starch or was produced in the intestines when corn 
starch was given in the diet. Carlsson and 
Sherman'® have demonstrated that the amount of 
riboflavin stored in the body depends on the diet 
of the animal. In well-nourished animals the 
concentration of riboflavin in the liver was ten 
times that in the skeletal muscles ; the concentration 
in the kidney, brain, and spleen was intermediate 
between these extremes. Sebrell and Onstott!* have 
determined that the condition in dogs which they 
had previously described as “ yellow liver” is due 
to a lack of riboflavin and can be cured rapidly 
by early parenteral administration of that substance. 
This survey of a number of the recent studies 
on the B vitamins gives some idea of the com- 
plexity of the work that is being carried out and 
also of the intensity of the attack of the biochemist 


, on the multifarious problems presented to him. 


The debt of the clinical worker to biochemistry 
increases every year. 





8 Arch. d’Opht., 1938, 2, 108. 

* Biochem. J., 1937, 31, 1879. 

*® British Medical Journal, 1937, 2, 752. 
16 J. Nutrit., 1938, 15, 83. 

17 Ibid., 27. 

8 Thid:, 57. 

1 Publ. Hith. Rep., Wash., 1938, 53, 83. 
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THE BLIND MAN IN RELIGION 


In animal communities and primitive human 
societies blindness is probably always regarded as 
anti-social, and the blind member of the herd is 
put to death or ostracized. Compassion as a 
religious sentiment is a comparatively late develop- 
ment and a mark of a certain advance in civiliza- 
tion. Treatment of the blind may be a fairly 
reliable index of this sentiment, because their mis- 
fortune is obvious and severe and yet makes com- 
paratively slight demand upon the charity of their 
fellows. M. Etienne Ginestons has collected some 
interesting and out-of-the-way information in a 
recent paper‘ * on the status of the blind in various 
religious systems. The old Brahmin law, as set 
out in the Manava-Dharma-Gastra, laid down that 
the blind, with other sufferers from special sense 
defects, could not inherit property, but imposed on 
the inheriting kinsman of a disqualified person a 
rule of equity that he should, so far as his means 
allowed, maintain the sufferer during life. The 
idea of blindness as a divine punishment or the 
work of evil spirits seems to have conflicted with 
the view that it was a misfortune for which God 
compensated the victim by the gift of magical 
powers. The legal treatment of the blind man 
therefore safeguarded the community from divine 
wrath in either direction—by making him a pariah, 
but at the same time allowing him the necessities 
of life as the possessor of a socially valuable 
second-sight. 

The Old Testament is full of allusions to the 
blind. Sightless men must have been for thou- 
sands of years as frequent and familiar in the East 
as they are to-day. Sometimes blindness is looked 
On as an arbitrary act of God; sometimes it is a 
natural accompaniment of old age: sometimes it 
is a punishment, either direct or vicarious, for sin ; 
occasionally, as in the case of Tobit. it is a trial 
of faith. Leviticus forbids a Jew to put a 
stumbling-block before the blind, and Deuteronomy 
contains a curse, in the mouth of the Levites. on 
him who maketh the blind to wander out of the 
way. On the other hand, a blind man may not offer 
the holy bread, nor may a blind beast be sacrificed. 
The attitude of Christ towards the blind, that they 
deserve all possible consideration and encourage- 
ment, was new to the East—at any rate as a canon 
of ordinary behaviour—and is the basis of their 
treatment to-day in civilized countries. Miraculous 
restoration of sight is one of the commonest of the 
miracles attributed to Christian saints. The 
Prophet of Islam also taught a charity towards the 
blind which was a great advance on the manners 


‘J. Méd. Bordeaux, 1937, 114, 625. 
*FIbid., 1937, L19,. 55. 
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of Arabia in his time. M. Ginestons quotes one 
or two verses of the Koran which say that sight 
and blindness are sent by Allah at his discretion, 
and the general tendency of that scripture is to 
treat blindness as an objective phenomenon without 
attaching to it any sentiment of awe or recrimina- 
tion. The author might perhaps, if he had chosen, 
have quoted many injunctions to give alms to the 
blind, and the most striking of these is perhaps 
the opening verse of the chapter known as ‘A basa: 
“ He scowled.” In that verse God reproaches the 
Prophet himself, through whose mouth he was 
speaking, for scowling and turning away when a 
blind man asked him for alms. The Wine 
Song of Omar ibn El] Farid, a famous mystical 
poem of the Sufis, says of the wine—one of the 
symbols, as Jung might say. of the unconscious 
libido—that if it shines on the eyes of a blind man 
at night he will see in the morning. Discussing 
the attitude of the Christian Church, M. Ginestons 
records that in the Roman Catholic priesthood 
blindness disqualifies from celebrating the mass, but 
a special dispensation may remove the disqualifica- 
tion. In the Protestant communions it is not in 
itself a bar to ordination or the fulfilment of any 
pastoral duty. 








ALLERGY AND IMMUNITY IN OCULAR 
TUBERCULOSIS 


Rich and his associate: at the Baltimore School have 
been insistent in their teaching that allergy and immunity 
are two distinct processes. In this they have been sup- 
ported by painstaking work from the highly organized 
Wilmer Ophthalmological Institute. Woods, Frieden- 
wald, and their collaborators have shown in a series of 
publications that the extension and progression of an 
established tuberculous lesion in the eye are due to 
hypersensitivity of the ocular tissues in the presence of 
low resistance, while limitation and healing are asso- 
ciated with low tissue sensitivity and high resistance. 
In other words, the inflammatory, caseating, and necro- 
tizing phases of ocular tuberculosis are allergic, whereas 
encapsulation and healing of the lesion are due to 
immunity. A profound difference in the approach to 
treatment is bound up in this theoretical problem. On 
the assumption that allergy and immunity are related, 
tuberculin has been used to produce minimal allergic 
reactions around a focus of infection in the belief that 
these reactions bring with them a degree of immunity. 
If immunity is unrelated to allergy, then the rational use 
of tuberculin is confined not to producing lesions which 
will produce immune bodies but to desensitizing the 
tissues. Woods and Randolph’ have studied these two 
different methods of using tuberculin in human ocular 
tuberculosis, and they have shown that better results 
were obtained by giving tuberculin on the basis of the 
concept of desensitization than on that of the perifocal 
* Arch. Ophihal., Chicago, 1937, 18, 510. 
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concept. This approach raises the all-important ques- 
tion of the relation between cutaneous and ocular sensi- 
tivity, and to these problems Woods, Burky, and 
Friedenwald? devote a series of important studies. 
They show that under experimental conditions the 
healthy eyes of rabbits infected systemically with 
tubercle bacilli participate in the general sensitivity to 
tuberculo-protein, the sensitization of the skin being 
determined by the usual intradermal test and that of 
the eyes by injecting purified protein derivative into the 
anterior chamber. Both ocular and cutaneous sensi- 
tivity develop synchronously about the third week and 
reach their peak about the sixth to the eighth week. 
Woods and his co-workers hold that cutaneous sensi- 
tivity gives a fairly reliable index of the degree of ocular 
sensitivity. They further found that when tubercle 
bacilli are injected into the anterior chamber of one 
eye sensitivity is produced in both eyes and to a lesser 
extent in the skin, becoming apparent at the end of the 
second week and reaching its height by the fifth week. 
The eyes showed progressive tuberculous inflammation 
during the first few weeks, becoming acute with the 
production of caseation and necrosis as the ocular sensi- 
tivity advanced to a maximum. Active tuberculous in- 
flammation and ocular sensitivity persisted steadily up 
to the sixteenth week, after which both ocular sensitivity 
and active inflammation subsided synchronously, the 
eyes thereafter showing evidence of scarring and repair. 
In the final stage of comparative inactivity there were 
occasional minor exacerbations, and these suggested a 
return of ocular hypersensitivity. These important 
findings open once more the question of the scope and 
limitations of tuberculin therapy in ophthalmology. 
Clinicians have of course recognized for many years 
that high doses of tuberculin are to be scrupulously 
avoided, and there is evidence that the early results that 
were claimed for tuberculin might very likely have been 
the transient improvement from hyperpyrexia induced 
by the protein shock of massive doses of tuberculin. 
The use of small doses has come with clinical experience, 
and if desensitization can be achieved without pushing 
tuberculin to the limit of producing minimal inflamma- 
tory reactions the outlook for tuberculous allergic eye 
conditions is distinctly more promising. 


RADIOTHERAPY OF ACTINOMYCOSIS 


For a relatively uncommon disease actinomycosis has 
been the subject of a rather extensive literature. Much 
of this, however, is devoted to the bacteriological aspects 
of the disease, and statistics as to the results of treat- 
ment are very few. A recent monograph by Axel 
Renander® on the treatment of fifty-two cases of actino- 
mycosis at the Radiumhemmet is therefore to be, 
welcomed. It is well known that the commonest site 
of the disease is in the neck and face (56 per cent. of 
all cases), and that here the prognosis is good. Cope* 
estimates that 97 per cent. of the cervico-facial group 
are ultimately cured. Twenty-six of Renander’s thirty- 
one cases were cured, a proportion very like that found 
* Arch. Ophthal., Chicago, 1938, 19, 229, 236, 245. 


* Acta radiol. Stockh., 1937, Supplement, 35. 
“Cope, Z. Actinomycosis. London: Oxford University Press, 1938. 
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by Duvan before the advent of radiotherapy. It is 
therefore doubtful whether treatment by radium or by 
x rays improves the prospect of cure in this group, but 
the duration of the disease is probably shortened and 
the ultimate scarring less. Abdominal actinomycosis, 
constituting 22 per cent. of all cases, shows a recovery 
rate of about 32 per cent. under iodides and surgical 
measures ; of Renander’s thirteen cases treated by radio- 
therapy five were cured, and he quotes also Griinthal’s 
Statistics of 45 per cent. cures in thirty-three cases. The 
numbers treated are too small for any valid conclusion 
to be drawn, but it is probable that radiotherapy has 
improved the prognosis, and the same is perhaps true 
of the thoracic form of the disease, although Renander’s 
three patients in this group all died. The mechanism 
of action of radiations in actinomycosis is unknown, 
but, as in other infections, it is certainly not by a lethal 
effect on the organism itself. It is more probable that 
the effect is mainly on the leucocytes ; their destruction 
may be regarded as equivalent to a “ decompression ” 
operation, and allows of an alteration for the better of 
the condition of stalemate present in a chronic inflam- 
matory focus. lIodides are presumed to have a similar 
effect, promoting the softening and absorption of the 
cellular infiltration. The massive single dose of radia- 
tion seems to have been founded on the misapprehension 
of a lethal effect on the organism, and Renander recom- 
mends small doses of the order of 150r,and the repetition 
of such series after intervals of two months. A study 
of his case reports emphasizes the point that great 
persistence is required on the part of the radiotherapist, 
many cases having five or six series of treatments. It 
is perhaps better still to follow Finzi’s technique of 
even smaller doses (75 to 100 r) twice weekly without 
interruption until cure is obtained. If the temptation 
to increase the dose and the discouragement at the slow 
rate of progress are avoided the number of deaths from 
the disease in this country (about sixty per annum) might 
be further reduced. 


SWALLOWED FOREIGN BODIES 


Leaving aside those queer people who for a wager 
swallow nails, and the mentally deranged who are dirt 
eaters or have a predilection for some other noxious 
substance, there are others, chiefly children, who quite 
inadvertently swallow foreign bodies. It may be a pin 
held in the teeth while dressing, a coin from the plum- 
pudding, a piece of glass from a broken bottle, or a 
denture. In the Journal of March 5 (p. 514) three 
practitioners in Shanghai, Drs. J. E. Bowen, G. 
Chambers, and W. R. Johnston, reported the case of 
a Chinaman, aged 24, from whose ileum fifteen foreign 
bodies resembling pebbles were removed. These were 
regarded as encrusted fruit stones which he had 
swallowed in childhood, and had been giving rise to 
symptoms for ten years before their removal. F. F. 
Henderson and E. A. Gaston’ find that a swallowed 
foreign body which passes through the intestinal tract 
naturally does so within seven days as a rule, regardless 
of the age of the patient or the type of foreign body. 


A double-edged safety-razor blade has made a successful - 





? Arch. Surg., Chicago, 1938, 36, 66. 
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journey through the alimentary tract, and of 800 cases 
of swallowed foreign bodies seen at the Boston City 
Hospital only nine (just over | per cent.) caused per- 
foration. The actual percentage of perforations is prob- 
ably lower even than this, since not all the uncomplicated 
cases are brought to hospital. When perforation occurs 
the stomach is most often the site, and the usual type 
of perforation here is of a chronic character. Acute 
perforations more often arise in the small bowel or 
caecum. Objects pointed at both ends are considerably 
more dangerous than those pointed at one end only. 
The course of an object which is liable to perforate or 
become impacted should be followed by x-ray examina- 
tion. Laparotomy is called for if localized abdominal 
tenderness occurs. It is worth noting that in none of 
the reported cases of perforation by a foreign body with 
abscess formation has the actual site of perforation been 
found and in none of the cases has a faecal fistula 
developed after drainage of the resulting abscess. An 
analysis of fifty-seven cases of perforation by foreign 
bodies in which the result of treatment was known 
revealed a mortality of 14 percent. Preventive measures 
are perhaps obvious, but it may be mentioned that 
mothers should avoid putting pins in their mouths, par- 
ticularly in front of their children, who may swallow a 
pin while attempting to imitate this bad habit. The 
ordinary pin is the foreign body most often swallowed, 
and it usually passes along the intestinal canal without 
mishap: an open safety-pin does so with the spring fore- 
most ; if, however, it makes its way point first it tends 
to be arrested by the point penetrating the mucous mem- 
brane of the stomach or duodenum. At laparotomy 
the surgeon can sometimes close the pin through the 
unopened stomach and push it into the end of a stomach 
tube, by which it may be withdrawn, without performing 
gastrotomy. An open safety-pin in the duodenum has 
likewise been closed by palpation and has then passed 
successfully. If a foreign body remains in one place in 
the intestinal canal for more than seven days surgical 
intervention should be considered. 


GONOCOCCAL MENINGITIS 


Several instances of gonococcal meningitis have been 
recorded in the literature, but in many of them the identi- 
fication of the gonococcus has been so incomplete that 
pathologists may be pardoned for having been somewhat 
sceptical. In a recent paper, however, from the United 
States by Dr. Sara Branham and her colleagues’ data 
are advanced which are likely to bring conviction to all 
but the profound unbeliever. Dr. Branham has for 
a long time been studying the meningococcus at the 
National Institute of Health in Washington, and has 
acquired exceptional knowledge of this organism. 
During the past two years no fewer than ten of the 500 
Strains sent to her for typing appeared to be not meningo- 
cocci but gonococci. It is true that they were agglu- 
tinated by polyvalent anti-meningococcal serum, and 
some of them especially weil by Type II serum, but 
their other characteristics left no doubt of their identity. 
Special weight was attributed to the delicate nature of 
the growth and the smallness of the colonies on blood 
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agar, which differed from the relatively luxuriant growth 
and large colonies of the meningococcus. Every one 
of the ten strains fermented glucose only, whereas the 
meningococcus almost invariably attacks maltose as well. 
The alkali solubility test of Thomson was found to be 
of definite, though limited, value. Four of the ten 
strains were dissolved rapidly, but the other six behaved 
like meningococci in being only partially soluble. Sero- 
logical tests proved very unsatisfactory for differentiation 
owing to the high degree of group affinity between the 
two organisms. Five of the strains were isolated from 
the blood stream and five from the spinal fluid. The 
full history of the ten patients could not be ascertained, 
but it was established that in five of them at least the 
invasion of the blood or meninges followed gonococcal 
infection of the genital tract. In two of the cases, both 
of them in young women, there was no history or 
evidence of genital infection, and the meningeal or blood- 
stream infection appeared to be primary. More recently 
three additional cases of gonococcal meningitis have been 
studied by the authors, and in each instance previous 
genital infection could be proved. There is of course 
no reason why the gonococcus, which resembles the 
meningococcus in so many respects, should not invade 
the meninges, and the present paper leaves little doubt 
that it may do so. It is of particular interest to note 
that in this series 2 per cent. of strains supposed to be 
meningococci proved on further investigation to be 
gonococci. The ordinary pathologist is content to make 
his report when he isolates from the spinal fluid a Gram- 
negative coccus of typical morphology agglutinating with 
anti-meningococcal serum. In future he will have to 
realize that these criteria are insufficient to establish 
the identity of an organism, and that a more thorough 
examination of the strain must be made if he is to avoid 
missing the occasional gonococcal infection. 


PERCUSSION OF THE HEART 


Some careful observations by D. Mainland and C. B. 
Stewart’ show that percussion of the cardiac borders 
gives an appreciable error when compared with the 
radiographic picture. The cardiac and superior 
mediastinal dullness was percussed out by an experi- 
enced physician in healthy young male students, and 
in the fourth and fifth left interspaces the dullness was 
sometimes found lateral to the radiographic border by 
as much as 2.5 cm., though the mean error was less 
than this; a considerable error, though in the oppo- 
site direction, was also the rule in the fourth right 
interspace. The inaccuracy, in the most favourable 
circumstances, thus demonstrated is, of course, in- 
creased under less favourable ones—for example, in 
women and in those with thick chest walls and 
in the presence of emphysema. The authors admit the 
defects of the method but think it should be cultivated, 
for they describe a method by which an observer may 
determine the error of his own technique. Percussion 
has been used particularly to indicate the position of 
the left lower contour of the heart ; if this extends much 
too far to the left the apex beat will usually be pal- 
pable and is then a more accurate guide. If the exten- 








1 J. Amer. med. Ass., 1938, 110, 1804. 
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sion is moderate or slight and the apex beat impal- 
pable percussion is surely too coarse a method to assess 
it. The heart is a curved organ within a curved cavity, 
and between it and the surface there are tissues which 
vary in thickness from one individual to another ; it is 
moved and altered in shape with each respiration, and 
with each systole it moves as a whole in relation to 
its vascular pedicle and changes in size from the con- 
traction of its chambers ; it may also be displaced by 
gastric pressure and by change in the position of the 
body. In view of these static and dynamic obstacles 
it would indeed be surprising if percussion had been 
shown to be accurate enough for that purpose for 
which it would be most useful—for example, the esti- 
mation of slight or moderate enlargement. In the last 
few years cardiac percussion has been less and less 
relied upon, though there are some, including experts 
in the radiological method, who still think it valuable. 
In general, however, it is being superseded by the x-ray 
method, which not only gives the most precise measure- 
ment of the heart size, but detects local changes in 
areas inaccessible to percussion; the fact that, even 
after x-ray examination, it may still be doubtful in 
certain cases whether or not there is enlargement is no 
criticism of the accuracy of the method. To the objec- 
tion that x rays are not always available (for one reason 
or another), one may reply that it is better to be with- 
out them than rely on a method which is as likely as 
not to mislead. If after inspection, palpation, and 
auscultation, and a search for signs of failure it is con- 
sidered necessary to have more information on the size 
of the heart, then the time has come for radiography. 
There are, however, two conditions which may be dis- 
covered by percussion of the precordium—namely, 
pericardial effusion and pulmonary emphysema. 





* JACKET” RESPIRATOR FOR POLIOMYELITIS 
The appearance in this country of acute poliomyelitis 
in the form of localized outbreaks occurring in centres 
considerable distances apart has focused attention on 
the available resources for providing artificial respira- 
tion by mechanical means. There are at present about 
twenty Drinker respirators in London and the home 
counties, of which one-half are the property of the 
London County Council, and two Bragg-Paul pulsators. 
These machines have been made available whenever 
possible to the various public health authorities and 
hospitals which required them, usually at very short 
notice. Apart from the practical difficulties of trans- 
porting large pieces of apparatus which are liable to be 
damaged in transit, problems in connexion with differ- 
ences in voltage and character of electrical current will 
continue to arise until electricity supplies are standard- 
ized throughout the country. As regards the respective 
merits of the respirator and pulsator, more experience 
of their employment in different conditions is required 
before a final decision is possible. Theoretically the 
respirator is preferable, as the mechanism of normal 
respiration—rhythmic production of intermittent nega- 
tive pressure—is more closely imitated by this apparatus 
than by the pulsator; but the experience of Dr. C. J. 
McSweeney, recently described in these columns,! would 
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appear to indicate that the objections to the latter have 
little validity in practice. From the point of view of 
portability and cost, as well as of ease of operation 
and access to the patient for the application of splints 
and essential nursing procedures, the advantage lies with 
the pulsator, and mechanical defects of the earliest 
models have now been eliminated. Both forms of 
apparatus have suffered from the disadvantage that only 
one patient could be treated at a time, although in the 
improved Drinker machines made in this country two 
or more cabinets could, if desired, be operated by one 
power unit. This disadvantage became apparent early 
in the Victoria (Australia) epidemic of poliomyelitis in 
1937, and Professor A. F. Burstall at page 611 of this 
issue tells how he was approached with a view to 
the construction of machines capable of providing 
mechanical means of respiration to several patients at 
once (six was selected as a convenient number from 
the standpoints of both engineering and nursing). So 
successful was the first model evolved in the short space 
of a week that in a few months thirty-five power units 
were produced, capable of operating two hundred 
cabinets in all. The new “jacket respirator,” as it is 
called, immediately interested workers in this country, 
as it appeared to be convenient, economical, and practi- 
cable for the purpose. It combines all the advantages 
of the respirator and pulsator and affords the additional 
advantage that multiple treatments can be carried out 
by means of a single power unit. The disadvantages 
are that several sizes have to be made—at least three— 
for different sizes of patients and that the rubber used 
in the apparatus is liable to perish, whether in actual use 
or not. Either positive pressure (pulsator) or negative 
pressure (respirator) can be used with the jacket 
respirator. The Australian models have all been 
operated to produce negative pressure, and it is expected 
that this principle will be adopted here in view of the 
generally more satisfactory results of the Drinker 
respirator compared with other types of apparatus. 


PRINCE ARTHUR OF CONNAUGHT 
Prince Arthur of Connaught, whose death at the age 
of 55 took place on September 12, was for fourteen 
years chairman of the Middlesex Hospital. In this post 
he followed the tradition of the Royal Family in main- 
taining a live and intimate connexion with the art and 
science of medicine, and when he came back from South 
Africa in 1924 to take over the chairmanship of the 
Middlesex from Lord Athlone it was clear that he did 
not intend the position to be a nominal one. Prince 
Arthur attended every board meeting of the Hospital 
nine or ten months of the year and served most ener- 
getically on the building committee. He was the main- 
spring of the effort that culminated in the complete 
reconstruction of the Middlesex Hospital. His personal 
interest in the medical and nursing staffs made him in 
a real sense a “ friend” of the Hospital. The day after 
his death his coffin was placed in the hospital chapel, 
there to remain in state until the funeral. It was 


announced in the Times that Princess Arthur of Con-. 
naught wishes it to be known that a donation to the : 


cancer wing of the Middlesex would be appreciate 
instead of flowers. 
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SURGICAL PROCEDURES IN 


GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


AMPUTATION OF THE FINGERS 


BY 
HAROLD C. EDWARDS, M.S., F.R.C.S. 


A conservative policy should be followed in dealing with 
the question of amputation of the fingers and thumb, for 
the smallest portion of a digit that may be of value to 
the patient should be saved. Such a policy is to be 
strongly recommended in connexion with injuries, and 
particularly with injuries to the thumb. It is surprising 
how pronounced is the power of recovery in the hand, and 
immediate amputation is best avoided unless the finger 
is literally ““ hanging by a thread.” Operation should be 
postponed until there is unmistakable evidence that the 
finger, or a part of it, will not survive. Unless com- 
plicated by sepsis, no set amputation should be done for 
such injuries, but the doomed portion should be separated 
at the point at which the injury has ordained it and the 
flaps fashioned accordingly. Further operative pro- 
cedures should be postponed until the wounds are healed. 

In sepsis, early amputation need be considered only 
when the infection has involved bone or joint, and not 
when it is limited to the soft parts, in which case it is 
wise to defer the question of amputation until the wounds 
have healed and the damaged finger has been afforded 
an Opportunity to recover function. Stiff and useless 
fingers may result from both injury and sepsis, and form 
one of the most common indications for amputation. 
Whether amputation should be done, and if so at what 
level, depends entirely upon the degree of usefulness of 
the finger affected. 


Fixed Finger 


A fixed finger—whether fixed in extension like a poker 
or flexed up into the palm—is a worse than _ useless 
member. Not only does it fail to contribute anything 
towards the work of the hand in general, but it often 
exerts a malign influence upon the activity of its neigh- 
bours. A “poker” finger may prevent the adjacent 
fingers from flexing fully, and a permanently flexed 
finger may limit their powers of extending. Of the two, 
a permanently straight finger is the greater evil, for it 
cannot fail to get in the way for whatever purpose the 
hand is used. However, with fixed flexion, except 
possibly in the case of the little finger, the hand will be 
the better for the loss of the affected digit, and both 
fixed flexion and fixed extension, therefore, may be 
regarded as definite indications for amputation. 


In cases in which the flexor tendons are bound down 
by adhesions so that their action is greatly limited or 
totally abolished, but in which the joints themselves 
remain supple so that passive flexion is possible, amputa- 
tion is not necessarily indicated. In such cases the 
affected finger may be flexed into the palm by its neigh- 
bours, and hence need not by its mere presence as a 
“passenger” impair the hand's efficiency to any 
appreciable extent. The personal inclination of the 
Patient himself should be studied before any decision to 
amputate is made. The operation of Sterling Bunnell— 
that of substituting the disorganized tendons by free 
tendon transplants—may be worthy of trial in fingers so 


impaired, although the results of such operations are not, 
on the whole, encouraging. 

Partially disabled fingers—for example, those in 
which there is ankylosis only of one or both distal joints 
—are not usually so severe a handicap as to warrant 
Operation, but again it is a question of weighing up with 
the patient the relative advantages and disadvantages of 
retaining the finger and of partial amputation. 

Apart from injury, sepsis, and stiffness, indications for 
amputation are rare and include a miscellany of unusual 
conditions—growth of bone, tuberculous dactylitis in 
adults, epithelioma, and melanoma. In cases of 
Streptococcus-infected puncture wounds of the finger pulp 
associated with septicaemia immediate amputation is 
sometimes advocated. My personal view is that local 
excision of the wound is preferable. It is to be hoped, 
however, that the use of prontosil and its allies will in the 
future obviate the need even for the less radical operation 
for these distressing cases. 


Some Anatomical Points 


In connexion with amputations there are three anatomi- 
cal points of surgical importance which need special 
mention: 

Position of Joints —The joints do not correspond with 
the prominences of the knuckles, which are formed by the 
heads of the phalanges and metacarpals, but are situated 
one-twelfth, one-sixth, and one-third of an inch respec- 
tively distal to these prominences (starting at the distal 
joint). (See Fig. 2.) 

Flexor Tendons.—These are attached to the anterior 
surfaces of the phalanges by fibrous bands (vincula), and 
these tend to prevent the cut tendons from retracting 
(Fig. 1). If the tendon be-cut proximal to the middle 
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Fic. 1.—Diagram showing the arrangement of the vincula. 
The smaller drawing is a cross-section through the middle of 
the first phalanx to show the relation of the digital arteries and 
nerves. 










of the second phalanx the tendon is free to contract, and 
in order to preserve movement at the first interphalangeal 
joint in amputation through the middle phalanx, the 
flexor tendons should be held before division and stitched 
to the periosteum of the bone or over the end of the 
divided bone to the extensor tendons. This precaution 
is not necessary in amputation through the first inter- 
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phalangeal joint because flexion’ at the metacarpal joint, 
and therefore of the resulting stump, is brought about 
by the interossei. 








Fic. 2.—Diagram showing incisions for various amputations 
described in the text and the relative positions of the joints. 


Position of Digital Nerves.—These lie on either side of 
the finger immediately in front of the digital artery, and 
both artery and nerve lie slightly anterior to the mid- 
plane (Fig. 1). ,In amputations proximal to the second 
interphalangeal joint these nerves should be identified 
and divided as high up as possible. 


Anaesthesia 
Local anaesthesia is ideal for amputations distal to 
the root of the finger. A 1 per cent. novocain solution 
is injected through a puncture wound on the dorsal 
aspect so that a collar of the anaesthetic is formed, 
encircling the base of the finger completely. About 
3 ccm. of anaesthetic should be sufficient, and to this 
should be added 3 minims of 1 in 10,000 adrenaline 
hydrochloride. Local anaesthesia may also be used for 
amputation at the metacarpo-phalangeal joint, but it will 
usually be found more convenient to do this operation 

under gas-and-oxygen anaesthesia. 


Technique 


In cases where the local condition does not permit’ of 
one of the set amputations—to be described subsequently 
—it should be borne in mind that if possible the long 
flap to be used to cover the end of the stump should 
consist of skin of the palmar surface. This flap will 
have greater tactile sensibility than one taken from the 
dorsum, and the resulting stump will therefore be of 
greater usefulness. The length of the flaps should be 
no more than sufficient to cover the end of the stump 
without tension, and the skin edges should be 
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approximated accurately with interrupted stitches of fine 
silkworm-gut. The flaps should be so fashioned that 
no corners are left on them which would result in an 
ugly or redundant scar. A tourniquet may be used, but 
it is unnecessary if a local anaesthetic is employed with 
adrenaline. If a tourniquet is desired in the more distal 
amputations a soft rubber tube tied tightly around the 
base of the finger will be found satisfactory. For 
amputations at the metacarpo-phalangeal joint a rubber 
tube tied tightly around the forearm will suffice, or, if 
it is preferred, a blood pressure apparatus around the 
upper arm. A firm bandage on an adequate covering of 
wool is used in order to diminish the tendency to the 
formation of haematoma. After amputation through 
one of the fingers a small wooden finger-splint should be 
used until the stitches are out, in order to obtain that 
rest which is so helpful to healing ; but it should be dis- 
carded with the stitches, for its continued use will not 
only tend towards lack of mobility of the stump itself 
but will also affect the mobility of the neighbouring 
fingers, which readily become stiff in sympathy with their 
fellow. 

Instruments.—A finger amputation set should comprise 
a narrow-bladed scalpel, two pairs of fine Spencer Wells 
forceps, one toothed forceps, a small bone-holding 
forceps and a pair of fine bone-cutting forceps, a small 
curved cutting-edged needle, some fine silkworm-gut, and 
a tube of 00 catgut: and for the anaesthetic a 5 c.cm. 
Record syringe and fine hypodermic needle. 


‘Disarticulation at Distal Interphalangeal Joint of 
Fingers and Thumb 

The end of the digit is grasped in the fingers and the 
joint flexed. A transverse incision is made on_ the 
dorsum at the level of the joint—that is, one-twelfth of 
an inch below the prominence of the head of the second 
phalanx—and the knife passed right through the articula- 
tion. The knife is now turned at a right angle and an 
incision made towards the end of the finger so that a 
palmar flap of sufficient length is formed. The knife is 
turned again through a right angle to the palmar surface 
and the tip of the finger is cut through so that the distal 
phalanx with the nail-bed is removed (Fig. 2). 


Amputation through Middle of Finger 


An anterior flap equal in length to the diameter of 
the finger at the point of section is marked out (Fig. 2). 
The edges are rounded off and the flap, consisting of 
skin and subcutaneous fascia, is raised up. The tendons 
are divided, care being taken to fix the flexor tendons 
before the division is made. If the point of section is 
to be across the lower end of the second phalanx the 
flexor tendon is stitched to the periosteum or is cut of 
sufficient length to be passed over the end of the bone and 
stitched .to the divided extensor tendon. The digital 
nerves on either side of the fingers are defined and 
grasped in Spencer Welis forceps and pulled upon, to be 
cut as high up as possible. 

Disarticulation through the first interphalangeal joint is 
performed with a similar type of flap. In amputation 
here, however, the flexor tendons may be allowed to 
retract after section. 


Amputation through Metacarpo-phalangeal Joint 


The most useful incision in amputations at this level 
is a racket incision, with the handle on the dorsal aspect. 
The palmar aspect of the racket should be cut with 4 
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notch so as to prevent a corner on the scar (Fig. 2). 
In the case of the two central fingers the flaps should 
be of equal lengths, but care should be taken to see 
that they are long enough to cover the head of the meta- 
carpal bone if it is intended that this should be left. 
There appears to be little truth in the contention that 
inclusion of the head of the corresponding metacarpal in 
the amputation occasions any added weakness of the 
hand, although on theoretical -grounds this might seem 
to be the case. The fact that the cosmetic result to be 
obtained if the head is removed is so much better than 
if it is left would outweigh any risk of weakness, which 
experience has proved to be questionable—except perhaps 
in heavy manual workers, in whom muscular strength is 
of far greater importance than the appearance of their 


hands. If two adjacent fingers are to be amputated, 
excision of the metacarpal heads is probably best 
avoided. When either the first or the fourth finger is 


the candidate for amputation, there should be no hesita- 
tion in removing the metacarpal head, for the cosmetic 
result is vastly improved thereby. In the case of the first 
finger, moreover, the removal will result in a more 
eflicient hand. In amputations of the first and the little 
fingers the racket incision should be so fashioned that 
there is a long flap on the exposed aspect—that is, in 
the case of the index finger the outer (or radial) flap 
should be the longer, and in the case of the little finger 
the inner (or ulnar). (Fig. 2.) 


Amputations of Thumb 


For amputation of the distal phalanx the method is 
similar to that of the fingers. Amputation through the 
metacarpo-phalangeal joint may be done either by a 
long flap from the palmar surface (Fig. 2) or by a 
racket incision. Amputation proximal to this point— 
that is, at the metacarpo-carpal articulation—so severely 
disables the hand that it should be avoided if possible. 
If the thumb metacarpal is so damaged that operation is 
essential, every effort to save the joint must be made, for 
without it future reconstructive operations have very much 
less chance of a successful outcome. In respect of this, 
reiteration of the opening sentence of the article makes a 
fitting conclusion. 








H. Serviéres (Thése Paris, 1938, No. 182) records seven 
illustrative cases of gonococcal septicaemia in patients aged 
from 19 to 28, three of whom were males and four females. 
Two stages can be distinguished. The first is a more or less 
latent period in which gonococci are present in the blood, 
while the second is characterized by metastatic complications. 
Of the numerous possible localizations of the gonococcus the 
following are the most important: (a) joint manifestations, 
of which the pseudo-phlegmonous form and_ polyarticular 
rheumatism are the most serious ; (b) cardiovascular localiza- 
tions (myocarditis and pericarditis are rare, but ulcero-vegeta- 
tive endocarditis is frequent and the prognosis grave ; gono- 
coccal arteritis and phlebitis sometimes occur); (c) nervous 
complications in which the spinal cord, peripheral nerves, and 
meninges are affected; (d) skin complications, of which 
purpura is the most important ; (e) miscellaneous complications 
in which the liver, kidneys, eyes, ears, pharynx, and thyroid 
are affected. As regards diagnosis, a search must be made 
for the gonococcus both in the genital organs and in the 
blood, joint fluids, and cerebrospinal fluid. As the presence 
of the organism in the blood is not constant repeated exam- 
inations must be made, especially during the febrile period. 
In addition to treatment by vaccines and serum the use of 
drugs such as the salts of acridine and mercurochrome is 
recommended. 


Correspondence 





Convalescent Serum in Infantile Paralysis 


Sir,—The statement of Drs. Paterson and Critchley, 
cited and traversed by Mr. Girdlestone, that we have no 
means of controlling the infection in acute poliomyelitis, 
is surely at this date a truism that no one with any large- 
scale experience in dealing with the disease and no one 
who has kept in touch with the relevant clinical and 
experimental literature would care to dispute. 

And if it be accurate, as I submit it is, then it cannot be 
too widely known. It is not right that the public should 
be led to suppose that we possess the means of scotching 
this dread infection or of mitigating or averting the 
development and severity of paralysis, and that lack of 
medical enterprise in this country has failed to make 
these means generally and easily accessible, when in fact 
no such means exist. 

A reading of certain past epidemics shows that unwise 
claims for the efficacy of serum treatment have prevented 
the making of the vitally necessary control observations, 
since public opinion could not be expected to tolerate the 
experimental withholding of the vaunted remedy from any 
case for control purposes. For this and other reasons 
serum treatment had been in use for over twenty years 
before the elementary scientific .requirements of any just 
assessment of its value could be satisfied. Of the quality 
of much of the evidence upon which the former belief in 
the efficacy of this treatment was based, Mr. Girdlestone’s 
own letter provides a fresh and illuminating example. 
He writes: “ My own experience with convalescent serum 
... has been very happy, though relatively small and 
without controls.” To speak of this as ‘experience ™ 
is surely to use the language of hyperbole. It expresses 
simply an act of faith in which, despite the disillusion- 
ments of the past quarter of a century, Mr. Girdlestone 
hopefully asks us to join him. 

A remedy that is specific for a given infection reveals 
its specific potency rapidly, as we have seen in the cases 
of salvarsan and sulphanilamide, and does not need 
twenty-five years’ extensive use to establish its value. 
That after so long a pericd convalescent serum treatment 
should still find us wholly unable to claim that it has any 
value surely indicates that it has none and that the time 
for that hopeful suspension of cerebration, euphemistically 
known as “the open mind,” is past. 

In the circumstances neither the cause of medicine nor 
public policy is served by an attempt, unsupported by 
any new evidence, to revive that belief in serum treatment 
that still apparently lingers, as a consolatory but obscuring 
superstition, in the minds of those who cannot bring them- 
selves to face the realities of a grim situation. We all 
like to think that we bring healing in our hands, but to 
attain this happy belief at the expense of the facts is to 
pay too high a price for it.—I am, etc., 

London, W.1, Sept. 9. F. M. R. WALSHE. 


Fracture of the Neck of the Femur 


Sir,—I think the profession ought to be very grateful 
to Mr. Nicholson for his most interesting account of his 
own experiences when suffering from a fracture of the 
neck of the femur. 

I only wish to comment upon two points. One is the 
statement that the operation cannot be properly carried out 
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in fifteen minutes or less. It is quite true that if all the 
preliminary adjustments and x-ray investigations are made 
on the fracture table the whole procedure will probably 
occupy an hour or more. This is no great drawback in 
a young and healthy patient, but it is almost prohibitive 
for a feeble and frightened old lady. I venture to suggest 
that for these patients the matter is much simplified by 
the whole procedure being performed in bed. This means 
that the preliminary steps—namely, complete reduction 
of the fracture, x-ray films in two planes, and the marking 
of the skin of the patient so that the exact points of 
application of the drill guide may be known—are all done 
at leisure in the days preceding the operation. The sound 
side of the pelvis being tied to the head of the bed, and 
the fractured limb, with the knee bent over a_ pillow, 
fixed to the lower end of the bed by weight traction, the 
patient is securely fixed as in a splint. From the moment 
that the operation begins with the insertion of the drill 
guide until that in which the nail is driven home and the 
skin incision closed need not occupy more than five 
minutes. We have become quite accustomed to the idea 
of inserting transfixion pins while the patient is in bed, 
and the same may be done with putting a nail into the 
neck of the femur if only the preliminaries are done at 
leisure beforehand. 

The other matter, of which I was fully aware, is Mr. 
Nicholson’s statement that the surgeons in voluntary 
hospitals in London have little experience in modern 
methods of fracture treatment, and that it is to the L.C.C. 
hospitals that one has to turn in difficulties of this kind. 
How much longer will it be that this state of affairs is to 
continue? Either the voluntary hospitals should have 
adequate fracture clinics of their own, or for teaching 
purposes should be affiliated to one of the L.C.C. hospitals. 
—TI am, etc., 


Bristol, Sept. 10. ErNeST W. Hey GROVES. 


Tuberculosis Dispensaries or Chest Clinics? 


Sir,—I have read with interest the letter of Dr. Philip 
Ellman (Journal, September 10, p. 593). The points he 
raises, not for the first time. are of practical importance, 
but their significance has not been appreciated by the 
majority of the profession. Of the hesitation on the part 
of numerous patients to attend these dispensaries, owing to 
the unfortunate stigma which they bear, most practitioners 
are aware. Such hesitation is often reinforced by the 
attitude adopted by many employers of labour, who are 
still influenced by an erroneous conception of the patho- 
genesis of phthisis, which still lingers, even in the minds 
ot the medical profession, as a relic of the teaching of 
half a century ago. 

We are an ultra-conservative nation, and are loath to 
change the habits and even the phraseology adopted by 
our grandsires ; this, doubtless, accounts for our unwilling- 
ness to adopt the very sensible and practical suggestions 
urged by Dr. Todd and Dr. Ellman, whose reasons should 
be sufficiently obvious to influence even the most inert 
among the public health authorities. In view of the 
advances made within the last few years in the organiza- 
tion of municipal general hospitals, ante-natal clinics, and 
other forms of public activity designed to further the 
betterment of our race by means of adequate preventive 
measures, it is surely not too much to hope that establish- 
ment of “chest clinics” on modern lines should remove 
the noxious stigma of the old tuberculosis dispensary and 
the prejudice which such a designation is calculated to 
create in the minds of all except the most highly educated 
patients. 
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There is yet another good reason for this change, which 
has reference more to the doctor than to the patient, 
The study of tuberculosis, like other specialties, suffers 
not a little from the evils of departmentalism. In many 
institutions in which the treatment of this disease forms 
the main part of the work the minds of the medical 
staff become so centred upon the idea of tuberculosis that 
much sense of proportion is lacking and the relation of 
tuberculosis to general medicine is lost sight of. It is 
largely for this reason that so many patients who have 
never in their lives suffered from tuberculosis continue 
nevertheless to spend a nomadic existence in and out of 
sanatoria at considerable expense to the public. Such an 
abuse is, in these enlightened times, inexcusable. Not only 
does it perpetuate the waste of public money, but it adds 
to the confusion which exists in too many minds between 
pulmonary tuberculosis and other forms of lung disease. 

It is time that we abolished the old-fashioned term 
“tuberculosis dispensary” and established the “clinic 
for diseases of the chest.” Such a step would be in the 
best interests, not only of the patients themselves, but of 
the advancement of the science of medicine.—I am, etc., 


London, W.1, Sept. 10. Maurice DAVIDSON. 


Sir,—Many people will agree with Dr. Philip Ellman 
concerning the disadvantages of the term “ tuberculosis 
dispensary ~ (p. 593). His condemnation might with justi- 
fication have included also the term * tuberculosis officer,” 
which to some people conjures up a_ person vaguely 
linked with school or Poor Law “ boards,” whose sole 
function is with a stroke or two of the pen to whisk 
away their tuberculous patients to institutions in the wilds, 
to some of which (and at the same time to “ graduated 
rest and exercise”) the pass is still a single “normal” 
temperature record at the dispensary. At least, the patient 
would be whisked away if there didn't exist appallingly 
long waiting lists for most sanatoria. But the term 
“chest clinic” also has definite disadvantages, and it is 
important that these should be recognized. 

(1) While admitting the argument of Dr. Ellman in 
favour of “chest clinic,” I suggest that the remedy is 
based on an unsound psychological principle. I doubt 
whether it is of ultimate benefit to the patient to begin 
his “tuberculous career” with what is patently a subter- 
fuge to his environment, and I doubt the soundness of a 
structure for a wide public health measure that is based 
on the ostrich policy. (2) One cannot have a chest clinic 
merely in name; it must also be a chest clinic in deed. 
Many tuberculosis officers neither have had the training 
nor have they the equipment at their disposal for investi- 
gating, diagnosing, and managing diseases of the chest 
other than pulmonary tuberculosis. (3) A notable _per- 
centage of the patients seen by the tuberculosis officer 
suffer from tuberculosis of other organs than the Jungs. 
(4) It is still too seldom appreciated that tuberculosis of 
any part of the body is a systemic disease. It is indeed 
this ignorance that is perhaps responsible for the difficulty 
experienced in finding an institution that is willing to 
admit or is equipped for treating a patient, for instance, 
who is suffering from active tuberculosis of a bone and 
pulmonary tuberculosis, or from tuberculosis of the spine 
and genito-urinary tuberculosis. The need for treating all 
types and combinations of tuberculosis in the same institu- 
tion should be urgently brought to the notice of authorities 
who are planning new hospitals or sanatoria for the treat- 
ment of the disease. 

What then is the solution? Failing education of the 
public to recognize that disease is not a stigma, the diffi- 
culty can be got over by concentrating several clinics i 
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one building (as is already being done) containing tuber- 
culosis, maternity and child welfare, school, foot, dental 
clinics, ete., and calling the building “health centre,” 
“municipal polyclinic,” or some similar name. Where 
one building must continue to serve for the tuberculosis 
work alone, “chest clinic’ (and “‘ physician to the chest 
clinic’) would appear the only way out at present, but it 
should be recognized as a pis aller and as a stimulant to 
the further development indicated above.—I am, etc., 


Staines, Sept. 11. G. GREGORY KAyYNE. 


Fractured Olecranon: Personal Experience 


Sir,—In the Journal of September 10 (p. 590) Sir 
William Wheeler writes: “I hope we will have further 
opportunities to study the comments of patients who 
belong to the ranks of the medical profession.” 

In the Journal of July 30 Mr. S. L. Higgs, in his article 
on fractures of the olecranon, says on page 232: “ Bony 
union will not be secured, but nevertheless a remarkably 
useful arm may result from a fibrous union with separa- 
ticn of the fragments.” 

In April, 1897, I was knocked off my bicycle and fell 
on the stone sets, and my left olecranon received the full 
force of the blow. I treated it with a long anterior splint 
and a pad above the break, with traction to the end of the 
splint, in spite of advice from many of my surgical friends to 
have passive movement to prevent adhesions ; my elbow was 
not bent for six weeks, as my firm belief was, and still is, 
that with a fracture into a joint the best way to get 
adhesions is to move the joint. After the splint was 
removed I began to bend and use the arm, with firm bony 
union. I was insured at the time and received six weeks 
total and one week partial compensation. I got, and still 
have, 100 per cent. result. If this result could be obtained 
forty-one years ago, why not now? 

1 enclose x-ray photographs. One I took within a few 
minutes of the accident and before a splint had been 
applied, and the other just recently.—I am, ete., 


St. Helens, Sept. 10. R. JACKSON. 


Carbohydrates and Alimentary Disease 


Sik,—The comparative rarity of appendicitis, colitis, and 
haemorrhoids in the Rhodesian aborigine living in a 
natural state and the marked frequency with which these 
conditions occur in the Europeans in Rhodesia, coupled 
with the fact that the sites affected are associated with the 
collection and expulsion of the waste products of ingested 
food, suggested that an examination of the dietaries of 
the two races might explain the difference in the incidence 
of these diseases in these peoples. A comparison of the 
respective dietaries indicated that the natives subsist mainly 
on cereals, meat, green and root vegetables, and sour 
milk, whereas the Europeans, in addition to cereals, meat, 
and vegetables, consume large amounts of refined sugar, 
fruit, and fresh milk. Having concluded that the latter 
foods probably bore some relation to the diseases peculiar 
to the Europeans, I proceeded to inquire into the manner 
in which these foods might produce pathological changes. 


_An examination of fifty-eight stools from cases of haemor- 
rhoids was made on the assumption that fermentation of the 
sucrose in the food, the laevulose and dextrose in fruit, or 
the lactose in fresh milk might be responsible. Of these 
fifty-eight stools fifty-five proved to be acid in reaction. A 
similar number of native stools taken at random were all 
Strongly alkaline in reaction. In order to determine which 
of these sugars was responsible for the acidity of the faeces 
it was decided to eliminate each in turn from the dietaries 
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of these cases. Within twenty-four hours of excluding sucrose 
the reaction of the stools, in all cases, had become alkaline. 
Since sucrose appeared mainly responsible for the acidity of 
the faeces in these cases, an estimate of the amount necessary 
to produce such acidity was now made. Ten cases of piles 
of several years’ duration whose stools had been rendered 
alkaline for over one week were given increasing amounts of 
sucrose daily ; 3 to 5 oz. of sugar were found to cause acidity 
of the faeces in different subjects. The reversal of the faecal 
reaction was associated with a marked aggravation of the 
patients’ symptoms. 

In order to confirm these findings experiments were con- 
ducted on a patient with an appendicostomy. This operation 
had been performed in order to effect lavage of the colon in 
a case of severe ulcerative colitis of ten years’ duration. 
The patient was at first given the diet to which she was 
normally accustomed. The reaction at the appendicostomy 
opening was consistently acid. Within twelve hours of 
eliminating sucrose from the diet the reaction became alkaline, 
and remained so during the period of abstinence from sucrose. 
Sucrose was now given in increasing amounts, and when the 
daily consumption reached 4 oz. the intestinal reaction became 
acid. Withdrawal of sucrose caused a further reversal to 
alkalinity within twelve hours. Laevulose was now added to 
the diet of this patient. After the ingestion of only 14 
drachms. over a period of twelve hours the intestinal content 
gave an acid reaction, which persisted during the exhibition 
of this amount daily. The administration of dextrose, lactose, 
and maltose in amounts up to 6 oz. daily did not cause 
acidity of the faeces but resulted in diarrhoea. During the 
period when all sugars were excluded from the diet the patient 
was remarkably free from symptoms. The exhibition of 
sucrose and laevulose, however, caused a pronounced deteriora- 
tion in the condition of the patient even before the intestinal 
contents had become acid. 

To determine whether acidity of the intestinal contents and 
appendicitis bore any relation to each other the proximal ends 
of a series of appendices removed at operation were examined 
and the following results recorded. 


Group 1.—8 cases operated on within twelve hours of onset: 
all acid. 

Group 2.—15 cases operated on after twelve hours: 5 
10 alkaline. 

Group 3.—12 appendices removed during the course of other 
operations and all apparently normal in appearance: all alkaline. 


acid, 


The alkaline reactions in Groups 2 and 3 were attributed 
to the small intake of sugar during the period before opera- 
tion. The effect of sucrose on infants was determined by 
giving 1 drachm four times daily to twenty native picca- 
ninnies (aged 1 to 3 years) who had never consumed this sugar 
and who had never had colitis or diarrhoea. Within one 
week four children had developed colitis with sour acid 
stools, and as three of the cases proved very severe the 
experiment was discontinued. An examination of the stools 
of twenty-five European infants suffering from colitis indi- 
cated that only four had stools alkaline in reaction. Two 
of these cases were proved to be of amoebic origin, and 
the remaining two were attributed to excessive amounts of 
lactose in the diet. In all cases where the stools were acid 
the infants were being given sucrose in their artificial foods. 

Twelve cases of ulcerative colitis in European adults in 
whom severe third degree haemorrhoids co-existed were found 
to have stools which were acid in reaction, whereas in twenty- 
five less severe cases the reaction of the stools varied from 
day to day. The amount of sucrose normally consumed by 
these patients varied from 2 to 6 oz. daily. The effect of 
laevulose was determined on ten cases of haemorrhoids. In 
all cases the exhibition of 3 oz. daily caused the stools to 
remain consistently acid. During the course of these observa- 
tions the following points were noted. 


1. Native stools were invariably alkaline in reaction, well 
formed, of considerable diameter and bulk, and containing 
no grossly undigested food. 

2. Stools from cases of colitis and haemorrhoids were in- 
variably acid in reaction, badiy formed, small in bulk, and 
imperfectly dehydrated; and the more severe the case the 
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smaller was the diameter of the stools, which usually con- 
tained much grossly undigested food. 

3. Radiological examination in cases of colitis shows a 
diminution in the diameter of the descending colon and loss 


of haustration. The colon as a whole is prolapsed and 
elongated. 
4. Haemorrhoids of all types are associated with some 


degree of colitis, and, generally, the more severe the colitis 
the more pronounced the piles. 

5. Prolapse of haemorrhoids occurs when flatus, or a plug 
of mucus or faeces, is present in the rectum. When the 
bowel content is consistently acid the piles tend to protrude 
more readily, and though the rectum is emptied the masses 
still tend to protrude even after replacement. 

6. The level of the anus in natives is much higher than in 
Europeans suffering from haemorrhoids, even when the latter 
are not protruding. 

7. Laxatives have a pronounced effect in aggravating the 
symptoms in cases of haemorrhoids and frequently precipitate 
an attack of appendicitis. 

8. The faeces may be acid in reaction in subjects on a 
sugar-free diet when ingested polysaccharides are permitted 
to remain in the bowel for thirty-six hours or longer. 


It should be noted that all sugars have a laxative effect, 
dextrose being no exception. Lactose would appear to have 
the most pronounced action in this respect, and it is inter- 
esting to note that natives when questioned regarding their 
preference for sour milk indicated that fresh milk, taken in 


amounts necessary to meet their requirements when other . 


foods were scarce, caused diarrhoea. Fruit and honey were 
consumed in only small amounts for the same reason. 

The relation between appendicitis and cane sugar con- 
sumption will be seen to be particularly significant when 
one compares the increase in the incidence of this disease 
in the United Kingdom with the increased use of cane 
sugar. The first cases of appendicitis were reported in 
England about 1880, after which time the incidence of the 
disease rapidly increased. In 1844 the sugar consumption 
in the United Kingdom averaged 18 Ib. a person per 
annum. In 1860 the figure was 35 Ib. In 1880 the 
amount was 60 Ib., and at the present time is well over 
100 Ib. a person per annum. It will be seen that when 
the sugar consumption in Britain averaged between 24 and 
3 oz. daily—slightly less than the amount usually required 
to render the intestinal contents acid—appendicitis became 
a surgical entity. An examination of the statistical 
returns in Southern Rhodesia shows that the consumption 
of sucrose by the natives of this territory averages about 
13 Ib. per annum. 

When it was concluded that foods ccntaining sucrose, 
laevulose, and lactose were responsible for the conditions 
peculiar to Europeans it was decided to treat all avail- 
able cases of colitis and of haemorrhoids, and cases diag- 
nosed as of chronic or subacute appendicitis, by pro- 
viding a diet based on that of the natives. The following 
foods were permitted: Porridge (any cereal but oatmeal 
to be preferred). Meat, fish, fowl, eggs. Cabbage, cauli- 
flower, spinach, and lettuce. Peas, beans, carrots, turnips, 
and potatoes. Sour milk, butter, cheese, and cream. 
Fresh milk (not more than half a pint daily). Bread (pre- 
ferably wholemeal). Cakes (sugar and syrup free). 
Alcohol (spirits or beer). Tea and coffee. ' 

It was specially emphasized that sugar, syrup, honey, 
and fruit should not be taken, and the use of laxatives 
was discouraged. In the early stages of dieting when 
bowel function caused trouble warm normal saline 
enemata or small doses of milk of magnesia were recom- 
mended. The effect of this diet on the cases will not be 
considered in detail, but it may be mentioned that in mild 
cases of second and third degree internal haemorrhoids 
of many years’ duration where there had been no history 
of thrombosis the results were almost spectacular. Ten 


CORRESPONDENCE 


Tue BritisH 
MEDICAL JOURNAL 





cases of severe ulcerative colitis, thirty-two of haemor- 
rhoids, and twenty diagnosed as cases of chronic appendi- 
citis were completely relieved of their symptoms in three 
to six months and showed no sign of recurrence Over 
periods varying from three months to two and a half 
years. In many cases it was found that conditions other 
than those for which the treatment had been initiated had 
been relieved or cured. Mention might be made of acne, 
dermatitis, vomiting of pregnancy, persistent headaches, 
nasal sinusitis, and one case of monilia infection of both 
hands which had resisted aJjl forms of treatment for two 
and a half years.—I am, etc., 


Umtali, Southern Rhodesia, August 26. ANDREW BROWN. 


Undescended Testicle 


Sir,—I thought I had finished with this correspondence, 
but I should be most sorry to leave Dr. P. M. F. Bishop 
(Journal, September 10, p. 594) with the impression that 
we disagree. My main contention was that there have 
been gross errors of observation in deciding what an 
** undescended testicle” actually is: | gather he agrees with 
this. Another was that hormone treatment will never 
bring down a testicle that would not in time have 
descended without it: in other words, that the 70 per 
cent. of cases in which it will be successful is the same 
as the 70 per cent. of cases in which descent will spon- 
taneously occur before growth is complete, and also the 
same as the 70 per cent. which fall into my two retractile 
classes. He has not commented on this, and as the point 
is not without statistical importance I think silence must 
mean consent. 

Again, we both hint that gonadotropic hormones should 
be used with some care. I presume that the dangers we 
have in mind are much the same. To take only one direc- 
tion in which they lie, E. T. Engle (1932) states that 
“the only uniformity of agreement of investigators on the 
1esponse of the male genital system to anterior lobe extracts 
or to those of prolan is... that the animals which 
have been treated do not mate.” This is preceded by a 
long list of German workers who have found hypertrophy 
of the interstitial tissues and degeneration of the germinal 
epithelium in the testes after injections of such female 
urinary extracts into male experimental animals. — For 
instance: ‘“ Kraus (1930) has suggested that the primary 
change in the testis after prolan treatment is the hyper- 
trophy in the interstitial spaces, and that the degeneration 
of the tubules is due to a pressure atrophy.” (I am sorry 
that all German authorities seem to repeat my mistake 
of talking of the gonadotropic hormone by a trade name, 
prolan instead of pregnyl.) Dr. Bishop would probably 
be interested in a boy I have just seen who after such 
injections has a hypertrophic penis and tiny, soft, in- 
sensitive testes. There is a disturbing resemblance to the 
result of orchitic mumps, in which also a high cellular 
pressure must be set up inside the gland. 

Our final point of agreement is on my complete lack 
of any authority in discussing hormones. Of course a 
carefully prepared position entails a certain amount of 
reading, but this reading is apt to lead one into errors. 
For instance, my use of the plural in talking of growth 
hormones was due to my trust in certain printed statements 
that pituitary secretion actually would produce the skeletal 
hypertrophy to which I referred, but only in combination 
with thyroid.—I am, etc., 


London, W.1, Sept. 10. DENIS BROWNE. 


REFERENCES 
Engle, E. T. (1932). Sex and the Internal Secretions. 
by Edgar Allen. Williams and Wilkins, Baltimore, 
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The Harris Prostatectomy 


Sir,—Mr. Kenneth Walker has made a most admirable 
survey of the present position of treatment of the enlarged 
prostate gland (Journal, July 9, p. 53). In one section of 
his article his remarks are misleading in that he has 
confused the results achieved by the Harris operation as 
practised by the late Harry Harris with those of surgeons 
who have made original alterations to the technique. 
Those oi us who have conscientiously tried to follow the 
precise details of technique which Harris described have 
usually approached his mortality rate. Possibly his 
achievement was partly due to the ideal surroundings in 
which he worked—which cannot always be imitated. My 
observations lead me to believe that the more his tech- 
nique is varied the greater will be the deviation from the 
high standard set by his results. With regard to the 
incidence of pelvic cellulitis, I have seen this only once 
in well over two hundred cases. On this occasion a 
prostatectomy was undertaken on a patient with a carcino- 
matous prostate gland because of an error in diagnosis. 
There is no doubt that the periprostatic tissues were 
opened during the enucleation in this case. 

Post-operative investigation has proved that several 
theoretical fallacies in the Harris procedure do not exist 
in actual practice, and the rarity of this complication— 
pelvic cellulitis—suggests that it is not due to any inherent 
weakness in the technique. It would be more helpful if, 
in discussions on prostatectomy, the true Harris operation 
was more clearly differentiated from the “near” Harris 
operation.—I am, etc., 


Sydney, Australia, August 25. COLIN Epwarps. 


Sir,—I should like to congratulate Mr. Kenneth Walker 
on his otherwise masterly survey of prostatic enlargement 
and its treatment (Journal, July 9, p. 53), but I cannot 
let pass without comment his references to the operation 
described by my brother, the late S. Harry Harris of 
Sydney, Australia. Mr. Walker's description of the opera- 
tive technique, while necessarily brief, is substantially 
accurate except in his allusion to the lateral sutures, “‘ to 
draw together the walls of the cavity and to help to 
obliterate it.” The two sutures employed for this purpose 
should be described as “ transverse sutures,” inserted into 
the anterior segment of the residual prostatic cavity—the 
first and uppermost in a plane tangential to the upper rim 
of the cavity, the second bisecting and passing deeply 
into the lateral margins, and skirting, but not including, 
the floor of the cavity. 


Since the Harris technique was instituted in 1927 I can 
Tecollect no case of pelvic cellulitis occurring either in 
my own practice or in that of my late brother which 
could in any way be attributed either to the haemostatic, 
or lateral, sutures, or to the plastic sutures—the postero- 
Median “retrigonization” suture and the anterior trans- 
Verse sutures ; nor have I heard of any such reports from 
those urologists and general surgeons who have been 
employing the method in Australia. While it would be 
idle to deny the theoretical possibility of infection, the 
only cases that have come to my notice have undoubtedly 


been due to the opening of tissue planes which should not 


have been entered. This has been brought about by per- 
foration of the fascia of Denonvillier during enucleation, 
or by removal of the verumontanum and proximal urethra 
in the course of a Freyer or some similar type of 
Prostatectomy. Further, in personal communications Mr. 
Walter Galbraith of Glasgow and Professor Hryntschak 
of Vienna, among others, have expressed themselves as 
highly satisfied with their results. 





I would emphasize the fact that both these gentlemen 
were rather extensively coached by the late S. Harry 
Harris in his methods of aseptic and antiseptic preparation 
(the importance of which is apparently still not fully 
appreciated), and in his technique and post-operative care ; 
they have not seen fit to depart, except in most mincr 
detail, from the originally described technique. I can 
only attribute any unsatisfactory results, in view of my 
own extensive experience of the operation, to the medifi- 
cations which have been introduced. Surely it is unjust 
and unsound roundly to criticize and condemn a _ tech- 
nique which has been so “ modified * and emasculated that 
the methods practised bear little relation to those origin- 
ally described. If surgeons abroad would only familiarize 
themselves with the technique described by S. Harry 
Harris I am certain that his “remarkably low mortality 
rate” would be reproduced. It has been stressed 
repeatedly that the Harris procedure is not an operation 
for the occasional prostatectomist.—I am, etc., 


Sydney, Australia, August 22. RicHarD G. S, Harris. 


The Neglect of Galvanism 


Sir,—In the August issue of the American Journal of 
Roentgenology (p. 236) there is reproduced a radiograph 
of the lumbar vertebrae of a patient suffering from syringo- 
myelia of Morvan’s type. Looking at this illustration, one 
cannot help being impressed by the close resemblance 
between this film and films of the lumbar vertebrae of 
patients with chronic arthritis of the hypertrophic type. 
The unavoidable inference is that in these cases the similar 
x-ray appearances are the results of a similar cause—a 
trophic nerve inhibition. This is not the only evidence 
that chronic arthritis is often dependent upon a nerve 
lesion; in cases of chronic arthritis of the knee-joint 
every physician must be familiar with the patients whose 
lower limbs are “letting them down,” the motor as well 
as the trophic fibres in these cases being obviously affected. 

Fifteen to twenty years ago it was a common practice 
to treat these cases of chronic arthritis by ionization, with 
large electrodes, using a considerable current for about an 
hour. In my experience the effect of this treatment was 
permanently to relieve the symptoms in almost every case. 
A reasonable explanation of the permanency of these 
results is that they were due to a restoration of the normal 
influence of the nerve supply to the affected joint, the 
long electrodes used bringing a still greater length of nerve 
under the influence of the galvanic current. A trophic 
nerve inhibition would involve the trophic fibres of the 
nervi nervorum, thus creating a vicious circle. If a galvanic 
current temporarily replaced the lost trophic nerve in- 
fluence, it would be reasonable to expect that the vicious 
circle might be broken and complete recovery follow. 
Whether the introduction of ions of suitable drugs 
accelerates recovery is doubtful, but one may as well use 
sodium salicylate or other drugs in solution as common 
salt, the additional expense being negligible. 

As regards the efficacy of the galvanic current, using 
salicylic acid ions in the treatment of neuritis Wullyamez 
of Lausanne, in 1911, reported eighteen complete successes 
out of twenty patients, the remaining two showing con- 
siderable improvement. During my first two years in 
the Army, 1915 and 1916, I treated seven cases of sciatica 
by this method, five with complete success ; the two un- 
successful cases were suspected by the medical officer in 
charge of their ward of being malingerers. Six cases of 
brachial neuritis were treated during the same period with 
complete success. Treatments were given three times a 
week, and the average number given for sciatica was six, 
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and for brachial neuritis ten, so good results were quickly 
obtained. With cases of chronic arthritis relief is obtained 
almost as rapidly. Nowadays | am often asked to make 
x-ray examinations of the joints of patients suffering, from 
neuritis or chronic arthritis, but so far as I can ascertain 
treatment of these conditions by this rational and successful 
method is now hardly.ever given a trial——l am, etc., 


Chingford, September 5. WILFRID GarTON, 


Treatment of Typhoid Fever by Sulphanilamide 


Sir.—In a leading article in the Journal of May 21 
(p. 1109) it is suggested that “ another remedy which seems 
to merit more attention is sulphanilamide. This drug has 
a curative action in typhoid infection in mice comparable 
to that in streptococcal infections.” The following case 
of typhoid fever treated by sulphanilamide seems worthy 
of record. 

L was called on to attend a youth of 16 who had had fever 
and backache after playing tennis in hot sunshine. On exam- 
ination the skin was dry and hot, the face was flushed, and 
the conjunctivae were slightly congested. His temperature 
was 102° F.: his pulse and respiration rates were 108 and 
28 a minute respectively. There was nothing abnormal in the 
circulatory and respiratory systems. The spleen was enlarged, 
tender, and just palpable. Examination of the blood revealed 
no malarial parasites, but there was definite leucopenia (3.200 
white cells per c.mm.) with a fall in the proportion of 
polymorphonuclear cells. Blood culture on the fifth day 
yielded a pure culture of B. typhosus. One tablet of 
proseptasine was administered every four hours, followed after 
one hour by 10 grains of potassium citrate in water. Haliverol, 
bemax, and plenty of orange juice were also given. Only a 
liquid diet was allowed throughout the course of the disease. 
Two days after the first administration of sulphanilamide the 
patient's temperature began to fall. It became normal on 
the eighth day (twelfth day of the disease), and thereafter 


remained so. 
—I am, etc., 
Vizagapatam, S. India, August 25 K. V. SuBBARAO. 


The Occipito-posterior Case 


Sir,—As I have used chloroform anaesthesia and instru- 
mental delivery in the large majority of my confinement 
cases for thirty-five years unaided, perhaps I may be 
allowed to assume that I am one of those “ self-taught 
in the rough school of actual practice with full respensi- 
bility.” I have never once regretted using forceps and 
chloroform in any case where pains are regular—I do not 
say good—and no advance is perceptible in half an hour 
even though full dilatation has not obtained. Of course, 
rhythmic gentle tractions have to be made until this full 
dilatation does obtain to deputize for the function 
abolished by the anaesthesia. When the cervix has re- 
tracted beyond the head. traction then falls into two 
categories: (1) the “advancing.” as if against elastic 
resistance ; and (2) the “ no good,” as if up against a stone 
wall. This last is in nearly every case due to non-rotation 
of the occiput forward, and having embarked upon an 
artificially assisted delivery we must help it round. 

Until four years ago I rotated with Barnes's forceps, with a 
wide sweep in whichever direction was the easier, until the 
handles lay right back over the perineum, removed the blades, 
and reapplied them in the opposite direction. In spite of the 
nurse’s pressure of the infant into the pelvis this was by no 
means always successful. I therefore devised the hinged 
instrument that enables us to swing the handles forward— 
thus reversing the pelvic curve—and proceed to extraction, 
sometimes, of course, prolonged in the case of a primipara 
but often with the next traction, without removing the instru- 
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ment. I have now details of forty cases in which rotation was 
performed in this way. Application is easy when the new 
sensation of having a movable blade against the fingers in the 
vagina wears off. The blades find the path of least resistance 
to the “robust maxillary” region, whether transversely or 
obliquely placed. because they are hinged. Those who prefer 
the mother on her left side. as I do, can introduce the second 
blade as a straight one (with no pelvic curve), which obviates 
hauling the maternal buttocks over the edge of the bed so that 
the handle can be sufficiently depressed. 

With the blades locked | believe that 1 can now diagnose an 
Occipito-posterior position by its “stone wall” refusal to 
advance upon traction. If this occurs I press the head 
upwards and rotate it in the direction of least resistance. 
The handles are swung forward, and a gratifying feeling that 
“now it will come ~ means a successful maneeuvre. If the “no 
advance ” feeling still obtains my whole hand goes in and the 
occiput is located. I could press it forward, but I prefer to 
reinsert the straight forceps blades to do this: to rotate more 
firmly with knowledge gained. and by swinging the handles 
forward to produce the pelvic curve, and extract with con- 
fidence In none of my cases has the child's head shown any 
forceps mark or pressure sign. 

One more point concerns the aftercoming head. I have 
always found the rigid Barnes's blades difficult and 
dangerous to pass, but the hinged blades recently slipped 
easily into position and a rather important 9 Ib. first baby 
was extracted with a firm pull, alive and hearty ; | admit 
that the perineum suffered.—I am, ete., 


Castle Cary, Sept. 11 Davip PRIcE. 


: **Tetanus from a Cancer Cure” 


~ 


Sir.--In the Journal of May 7 (p. 1013) there is an 
annotation, “ Tetanus from a Cancer Cure.” containing 
statements and implications which need to be corrected 
in fairness to yourself and your readers. [n_ the first 
place the solutions under investigation have never been 
styled a “cancer cure™ either by myself or anyone asso- 
ciated with my work. This research has been conducted 
upon a conservative ethical basis. Solutions have been 
supplied, without charge, to about six hundred reputable 
physicians who applied for them for use on their patients 
at home, with the single request that short case histories 
and progress notes be returned for our records. The 
Foundation clinic is free. Expenses have been met by 
private money. The research has been upon advanced 
cancer patients who had received all possible benefit from 


surgery and radiation and then been abandoned as 
hopeless and about to die. 
The second error is in your statement that “ eleven 


deaths have rapidly followed injections of some of this 
material.” The material in question was not from our 
laboratory or of the same nature as that made here. 
Official investigations and inspections by authorities from 
Washington and Ottawa proved that to be the case and 
it was so declared publicly Unfortunately a denial or 
correction of such a statement never travels as fast or as 
far as the original false and damaging accusation. _ If 
you wish to do so you can readily secure the official 
report from Washington as to the source of the lethal 
material, the nature of the mistake, and the cause of the 
deaths. You add: “This was a danger obviously to be 
feared from such a product.” That is equally true of 
many biological and other products in common use. but 
does not justify a repudiation of their value. In our 
case, however, it must be acknowledged that due care 
has been taken, since upwards of fifty thousand injections 
of these filtrates, preduced in our laboratory, have been 
given to patients and no harmful reaction has been seen 
or reported from any one of them. 
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You further say that “the account given of the con- 


‘ditions under which the product has been manufactured 


is far from reassuring.” I have not seen the account 
to which you refer, but Government inspectors from 
Ottawa and Washington made very few suggestions for 
changes in the laboratory or process. The last inspection 
made by an official of the Department of Health at 
Ottawa found that all Government standards and require- 
nents were in force, and it was so reported. Last Feb- 
ruary | had made a formal application to the Department 
of Health at Washington for an inspection of the 
laboratory, but no action was taken upon it until after the 
publicity from the accident mentioned. Everything 
possible is done to ensure the safety of these biological 
products made under a personnel approved by Canadian 
Government officials. 

You continue your comment by adding that while the 
disaster had no bearing whatever on the possible useful- 
ness of the treatment “ properly applied and safeguarded, 
it will doubtless, and rightly, serve as a setback to the 
indiscriminate application of treatments which have been 
insufficiently tested and are not under adequate control.” 
The implication is unfair and unwarranted so far as my 
work is concerned. Treatment of patients in this 
research has been properly carried out under supervision 
of expert and experienced consultants. There has been 
no indiscriminate application of treatments: they have 
been sufficiently tested and are under adequate control. 
It appears that anyone who undertakes cancer research 
and combines laboratory and clinical experimentation is 
immediately under suspicion by the organized medical 
profession and the mandarins of the medical press, and 
certain to be condemned and derided. However. if there 
is merit or truth or value underlying such research it 
will survive all attacks.—I am, etc., 

Kingston, Ontario, Canada, 

August 10. 


H. C. CONNELL. 


Wanted: Surgical Instruments for China 


Sik,—I am very interested in the relief work that is 
being done in connexion with the Lord Mayor of 
London’s fund for the relief of distress in China and 
for the hospitals working in China. I am anxious to 
collect surgical instruments and apparatus from various 
hespitals and surgeons for which they have no further 
use. All that are worth reconditioning will be put in 
order in Sheffield and sent out to China. If any of your 
readers have any surplus or unwanted instruments will 
they please dispatch them to me at Clyde Steel Works, 
Sheflield, marked * China Relief.” 

The need is very great, and through the good will of 
various people transport will be arranged without any 
charge being made.—I am, etc., 

Frep. M. Osporn, 
Vice-Chairman of the Sheffield 
Committee. 


Sheffield, September 2. 


Rheumatoid Arthritis and Jaundice 


Sik,—Some of your correspondents seem to think that 
the jaundice had some curative effect on the arthritic con- 
dition. It ought to be made clear that such is definitely 
not the case. Virtually every case of arthritis deformans 
has a complicating gastro-enteritis as part of the vicious 
circle. Reaction to an antigen of the causative microbes 
Preduces temporary blocking of the bile duct in some few 
Cases, with consequent jaundice. In Dr. G. Laurence’s 
Case (Journal, September 10, p. 592) the gastro-intestinal 
infection was a Staphylococcus aureus, streptococcus, and 


B. coli combination. The direct microbial causes of the 
arthritic condition are excreted into the urine from the 
blocd by the kidneys from which they can be isolated. 
Invariably, when there is effusion such microbes can b2 
precisely isolated from the clear, generally reported sterile, 
fluid of the joint. In this case there was a Staphylococcus 
albus and diphtheroid bacillus combination. Complete 
restoration to health in any case of any kind can only 
be secured by specifically treating all the infections present 
in the body. The disappearance of osteophytes and. the 
replacement of the destroyed articular cartilage by some 
substitute tissue, the nature of which has not yet been 
ascertained, has to be experienced to be _ believed.— 
I am. etc., : 

London, N.W.1, Sept 9. W. M. CROFTON. 


‘* A Mere University ” 


Sirn,—I can assure Sir Ernest Graham-Little and Dr. 
Major Greenwood that I had neither intention nor desire 
to be sneering or contemptuous about the University of 
London. for I agree that its foundation brought “ higher 
education to large sections of the community then de- 
barred from admission to the older Universities by sex, 
creed, or race.” My own father graduated at London in 
1851, when as a Nonconformist he would have been 
unable to obtain a degree elsewhere in England. Nor 
had I any intention of making unfavourable comparisons 
with Cambridge. No Cambridge man can view with pride 
the state of medical education there when London Univer- 
sity was founded, and it is obvious that the standard then 
set had a most beneficial effect in raising standards 
elsewhere. 

The head and front of my offending appears to have 
been the use of the words “mere” and “ incredible.” 
The Oxtord English Dictionary gives as the first definition 
of “ mere *—pure, unmixed, undiluted, and its subsequent 
definitions are as free from a note of contempt as | 
intended my use of the word to be. But it is quite clear 
that though the “ attitude [of London University] towards 
examinations has in no way changed,” the reconstituted 
University realized that examinations in themselves are 
not enough. In the retrospect an attitude may appear 
“incredible” which at the time was the only possible 
one. To say that the advance made by London University 
in its first century of existence is almost incredible would 
2 to state a fact that has no sinister connotation. 

May I remind Sir Ernest that the “ would-be destructive 
criticism of examinations * was not mine, but came from 
the pens of a past and a present official of London 
University. I “merely” attempted some constructive 
suggestions to diminish the serious chance of fallacies in 
the system to which they called attention.—I am, etc., 

W. LANGDON-BROWN. 

London, W.1, Sept. 13. 


Universities and Colleges 





UNIVERSITY OF CAMBRIDGE 
J. T. Irving, M.D., of Gonville and Caius College. has been 
appointed university lecturer in physiology for three years 
from October 1, 1938. 

A. R. H. Trim, B.A., of Trinity College, has been appointed 
to the Benn W. Levy research studentship in biochemistry, 
1938-9. 

UNIVERSITY OF MANCHESTER 
Dr. Benjamin Portnov has been 
Travelling Scholarship in Medicine. 


awarded the’ Dickinson 
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SIR ROBERT HENRY WOODS, M.B., M.Cu., 
F.R.C.S.1., F.A:C.S. (Hon.) 
Professor of Laryngology and Otology, 
College, Dublin 


Honorary Trinity 
We regret to announce that Sir Robert Henry Woods died 
suddenly on September 8 at his residence, Marino, 
Killiney, Co. Dublin. Although he was in his seventy- 
fourth year he appeared to be in vigorous health and was 
still in active practice. His passing has robbed Ireland 
of one of her most distinguished sons, the medical pro- 
fession of a laryngologist of outstanding skill and ability, 
and his colleagues and patients of a most loyal and trusty 
friend 

Robert Henry Woods was boin at Tullamore on April 
27, 1865. He was the youngest son of the late Christopher 
Woods, and was educated at 
Wesley College, Dublin, the 
nursery of many a famous 
Irishman. Later he entered 
Trinity College, Dublin, 
where he had a most dis- 
tinguished record. In 1889 
he graduated B.A. with the 
first Senior Moderatorship 
in Experimental Science, 
being awarded the Large 
gold medal. His medical 
record was equally success- 
ful. In 1889 he qualified 
M.B., B.Ch., B.A.O., and the 





year after qualification he 
won the surgical travelling 





prize, which enabled him to 
proceed to Vienna for a postgraduate course of study in 
laryngology and otology, the branch of the profession to 
which he devoted nearly fifty years of his busy life. Soon 
after his return from Vienna he was appointed laryngo- 
logist to the Richmond, Whitworth, and Hardwicke Hos- 
pitals, where he was a colleague of the late Sir Thomas 
Myles. with whom he made a lifelong friendship. Sub- 
sequently he resigned his appointment at the Richmond 
Hospital on being elected the first laryngologist to Sir 
Patrick Dun’s Hospital. Here he organized a new depart- 
ment, to which he devoted much time and care. Sir 
Robert was the first specialist in Dublin to confine his 
attention to diseases of the ear, nose, and throat, his pre- 
decessors being general physicians, surgeons, or “ophthal- 
mologists who practised laryngology or otology in addition 
to their ordinary work. On retiring from the active staff 
of Sir Patrick Dun’s Hospital in 1935 he was appointed 
consulting laryngologist, and was succeeded by his son 
Dr. R. R. Woods. 

Sir Robert Woods was an able and adventurous surgeon 
who was possessed of wonderful dexterity and resource- 
fulness. He inspired great confidence in his patients, and 
as a consultant his advice was widely sought. His reputa- 
tion passed far beyond his own country, as was exemplified 
in 1923 by the conferment upon him of the Honorary 
Fellowship of the American College of Surgeons. At 
home he was the recipient of many honours. In 1911 he 
was elected President of the Royal College of Surgeons 
in Ireland. In 1913 he was created a Knight, and in the 
same year Dublin University conferred on him the 
honorary degree of M.Ch. During the four years 1918 
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to 1922 he represented Dublin University as M.P. at 
Westminster, succeeding the late Lord Carson. Trinity 
College appointed him Honorary Professor of Laryngo- 
logy and Otology in 1915, the duties of which office he 
performed until his death. Sir Robert was President of 
the Dublin’ University Biological Association in_ his 
younger days, and at one time was President of the British 
Laryngological Society. He was selected as President of 
the Irish Medical Association by the medical profession 
of Ireland. When the Royal Academy of Medicine of 


Ireland instituted the new Section ot Laryngology and 
Otology Sir Robert Woods was the obvious man to 


become its first president, and was duly elected. At the 
Annual Meeting of the British Medical Association in 
Dublin in 1933 he acted as president of the Section of 
Laryngology and Otology, having served as vice-president 
at previous Annual Meetings in 1901 and 1902. 

This multiplicity of duties, coupled as they were with 
a busy practice, did not, however, prevent Sir Robert 
trom energetically pursuing interests in other fields. He 
had many hobbies, and exemplified the truth of the saying 
that a busy man can always find time to do something 
else. He took a keen interest in the Royal Zoological 
Society of Ireland, of which he became president. When 
he paid a visit to his barrister son in the Far East ke 
returned with a collection of animals which he presented 
to the Dublin Zoo. Sir Robert was an amateur carpenter 
of no mean order, and could revel in working a lathe and 
in making his own instruments. He could equally well 
Weave a luxurious carpet on a loom. As a connoisseur of 
pictures and antique furniture he was an acknowledge 
master, having made a rare collection. His knowledge 
and appreciation of gocd music was recognized at the 
Royal Dublin Society and at the “Catch Club™ and 
* Strollers Club.” His writings were not numerous, but 
when he wrote the substance of his theme was always 
characterized by original thought and matter, as, for 
example, his article on malignant granuloma. Although 
he had no great powers of oratory Sir Robert was a most 
excellent chairman, and always brought to bear a fund of 
sound common sense and well-considered judgment on any 
subject under discussion. Although not able to brook 
fools gladly he was essentially fair-minded and most 
tolerant of other people’s opinions, even when they did 
not coincide with his own. Personal enmity was foreign 
to his nature, and he was a staunch friend to those in 
difficuity. He was generous and even lavish in his giving 
in any cause which interested him, as was the case when 
he became chairman of the Endowment Fund of Trinity 
College. 

In 1894 he married Margaret, only daughter of the late 
Judge J. J. Shaw, K.C., Recorder of Belfast. He lost one 
son in the war, and is survived by two sons and two 
daughters and by his widow, 


The photograph reproduced is by Elliott and Fry, Ltd. 
I g ) ) 


WILLMOTT HENDERSON EVANS, M.D., F.R.C:S. 


Consulting Surgeon to the Royal Free Hospital 


We regret to announce the death on September 7 at 
the age of 79 of Mr. W. H. Evans, who was consulting 
surgeon to the Royal Free Hospital and to the Hospital 
for Skin Diseases at Blackfriars. The third son of the 
late Dr. Evan Evans, R.N.. Mr. W. H. Evans was 
educated at University College, London, and received his 
medical training at University College Hospital. After 
taking his B.Sc.Lond. in 1880 he took the diplomas of 
L.S.A. and of M.R.C.S. in 1883. In 1885 he took his 
M.B., B.S., and proceeded to the M.D. in 1887, being 
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elected F.R.C.S. in 1890. Mr. Evans was a demonstrator 
in anatomy at University College, was surgeon of the 
King George Military Hospital, and joint lecturer in 
surgery at the London School of Medicine for Women. 
He was also Erasmus Wilson Lecturer of the Royal 
College of Surgeons. Among his publications were: 
The Diseases of the Breast, A Handbook of the Diseases 
of the Skin, and Medical Science of To-day. He also 
contributed to medical journals papers on dermatology and 
surgery, and translated the “ Handbuch der Prophylaxe.” 
Mr. Evans married Ann Frances, daughter of the Rev. 
George Piercy, formerly of Canton, China. He is sur- 
vived by his widow and three sons and two daughters. 


The large number of medical men, both at home and 
abroad, who in recent years have worked in St. Mary 
Islington Hospital will learn with regret of the death of 
Dr. JAMES PoTTeR, deputy medical superintendent. He 
died after a long illness on August 16. James Potter was 
born in London in 1889. He qualified M.R.C.S., L.R.C.P. 
at the London Hospital in 1911. During the war years 
he served as a captain in the R.A.M.C. in India, Mesopo- 
tamia, and France, and was awarded the M.C. After the 
war he acted as house-surgeon and later as casualty officer 
at Queen Mary's Hospital, Stratford, before joining the 
staff of St. Mary Islington Hospital. As a surgeon he 
was an excellent clinician and most capable operator. He 
will be best remembered, however, for many fine qualities 
of character—patience, kindness, and loyalty. Few men 
can have had so many friends. His genial forthright 
manner and charitable judgment of men made him an 
excellent companion even to the end. Potter maintained 
a lifelong interest in athletics. He had played Rugby for 
the London Hospital and for the Rhine Army, and was a 
former captain and past president of Ilford Wanderers. 
Perhaps more than any other attribute, he possessed the 
quality of unfaltering courage—courage which did not 
desert him in the sad days of realized doom. At the end 
Potter counted himself fortunate to be back in the hospital 
where he had spent so many years of his life and which he 
loved so much. 


We announce with regret the death on September | of 
Dr. CHARLES HENRY BuBB. We are indebted to Mr. 
Percival P. Cole for the following notes: I first met Bubb 
in 1897, when we were both entered at Guy's as dental 
and medical students, and my association with him, as 
friend, colleague, and patient has lasted ever since. The 
dental and medical courses were undertaken concurrently at 
that time in Guy’s. The L.D.S. Bubb obtained in the 
minimum two years, although during this same period he 
had taken successfully the first and second Conjoint Board 
examinations. Bubb thereafter attended the lectures’ and 
filled the clerkships and dresserships necessary for signing 
up, but circumstances ordained that the acquirement of a 
medical qualification would have to be postponed or 
abandoned. It was not for many years—until 1919, in 
fact, while immersed in the cares and responsibilities of 
a growing practice—that he found opportunity to complete 
the final stages of the M.R.C.S., L.R.C.P. That he did 
finally take the diploma was characteristic of the tenacity 
of the man; he might be baulked but he was not beaten. 
Even in these early days there was developed in him a 
reluctance to take anything for granted; a habit of mind 
that rejected the broad outline or the roughed-in sketch 
and demanded the complete picture as the essential basis 
for judgment and decision. He was a man to whom con- 
Viction came only after a thorough and thoughtful assess- 
ment of all known facts. Achieved thus, with difficulty, 
his own views were strongly held and he was perhaps 
somewhat intolerant, without noise or heat, of the views 
of the other fellow, though never of the other fellow 
himself. He spoke no ill of anyone, and enly once have 
I heard him express his dislike for a person. His pro- 
fessional knowledge and ability were of a high order. As 


an operator he exhibited great manipulative skill with a 
gentle consideration that was never a cloak for shirking, 
and that evoked from his patients a surprising vein of 
fortitude—if Bubb hurt you then you felt sure that it was 
unavoidable. During the war his outstanding qualities 
of perseverance, patience, and ingenuity found a wider and 
more varied scope than was possible in the somewhat 
cramped and restricted field of routine dental practice. 
He was instrumental in the evolution at the King George 
Hospital of a maxillo-facial department, which. starting 
as a pioneer enterprise with one patient, expanded till it 
became a unit of a hundred beds. To this end Bubb 
provided his own equipment, and to a. great extent 
employed and paid his own technicians. The larger issues 
involved did not deteriorate one jot or tittle an unrelaxed 
insistence on accuracy and perfection in every detail, 
which might at times, and by captious critics, be regarded 
as fastidious and almost pedantic. It was to some a dis- 
appointment that he decided to devote his time exclusively 
to his dental practice after the King George Hospital was 
disbanded. For services thus rendered to the King George 
Hospital and to the advancement of knowledge and pro- 
cedure in the treatment of injuries to the face and jaws 
the O.B.E. was conferred upon him, a grade of honour 
that certainly did not overrate the value of his work. 
Trouble and time meant nothing to Bubb. His life was 
devoted to an unostentatious ideal of service, and his 
memory, to all who knew him, will be of a life well lived 
and a work well done. 


We regret to announce the death on September 4 of Dr. 
Horace MARSHALL ABEL. Dr. Abel received his medical 
education at Oxford University and St. Thomas's Hospital, 
and qualified M.R.C.S., L.R.C.P. in 1893. Dr. Alfred C. 
Jordan writes: The death, at the age of 75, of Horace M. 
Abel brings to an end a medical career in the City of 
London of nearly fifty years’ duration: and for me, a 
cordial and intimate friendship of more than forty years’ 
standing. It began with our mutual devotion to chamber 
music. He was one of the founders of the Oxford and 
Cambridge Musical Club, and he held the post of honorary 
secretary throughout this period of forty years. My own 
decision to practise in the City (later exchanged for a 
radiological career) was due to the fact that Abel was 
there. His start in the City was unfortunate : an Oxford 
friend held the post of secretary to an insurance company. 
He told Abel that the company was about to open a “ Jife ” 
branch and that Abel should have the post of chief 
medical officer. On the strength of this Abel rented a 
consulting room in the City. But the life department did 
not come into being, and he was stranded with little 
capital and no patients. He bravely “ stuck to his guns,” 
however, and slowly work began to come. His practice 
grew in a steady crescendo to the end. His downright yet 
unassuming character gained him the confidence of the 
heads of the City banks, insurance houses, mining ccm- 
panies, etc., with whom his work brought him into constant 
intimate contact. I was associated with him in the City 
Medical Book Club and the Hunterian Society. When the 
Hunterian Society was threatened with extinction Abel 
was one of the most active of the council in rescuing it and 
starting it on a new and vigorous lease of useful life ; yet 
his modest nature prompted him to decline the presidency, 
offered him many times. He was an active member of the 
Assurance Medical Society. Apart from medicine and 
music Abel and I had other common interests, including 
lawn tennis and figure skating ; we frequently forgathered 
on the ice at Ruislip, Elstree, and Wimbledon Park, and 
on the ice rinks at Prince’s or Hengler’s, and more recently 
Golders Green and Millbank. He was a loyal friend and 
a man whose word was his bond—one who, throughout 
life, “‘ played the game.” Our deep sympathy goes out to 
his widow, his devoted companion through twenty-five 
years. The members of the musical club which owes its 
existence largely to his initiative learned of his death with 
dismay, and assembled in large numbers to do him 
reverence, 
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INFECTIOUS DISEASES AND VIFAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended September 3, 1938. 


Figures of Principal Notifiable Diseases for the week and those for the correspondi 
(b) London (administrative county). 


(London included). 
last 9 years for (a) and (b). 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
in England and Wales (including London). 


13 principal towns in Eire. 
A dash — denotes no cases ; 


(c) Scotland. 


(b) London (administrative county). 
(e) The 10 principal towns in Northern Ireland. 
a blank space denotes disease not notifiable or no return available. 


(d) Eire. 
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ng week last vear, for : (a) England and Wales 
(ec) Northern Ireland, Median values for the 


are for: (a, The 126 great towns (124 in 1937) 


(c) The 16 principal towns in Scotland. 


(d) The 








































































































































































































= hick gy Bl929-37 (Median Value 
ae 1938 1937 (Corresponding Week) Corresponding Weeks) 
isease : 
@alwolol@! ofa! @m|o|@| oe (a) (b) 
Cerebrospinal fever 17; 3] 5 7 4 ot Ut lx 
Deaths 1 1 ae pars 
Diphtheria .. 1.130/ 127| 163} 40! 22{iosaf a28! 191; 33; 298 869 | iat 
Deaths 19 7 I — — 2 3 6 2 — 
Dysentery 46| 12] 18 oe a ee 
Deaths = —_ om = 
Encephalitis lethargica, acute 4; - 1 nm ft ro a eae ee 
Deaths 1 es 
Enteric (typhoid and paratyphoid) fever 32 3 2 Hg 5] 9; 8| 7 2 70 a 
Deaths .. te 68 _ i 2 — — --- — — — — — — 
Ery sipelas Bs a 59 6 a 5 53 7 8 — as 
Deaths oe es 
Infective enteritis or diarrhoea under 2 years .. <i weet | a 
Deaths . 50 12 8 8 4} 54 14{ 24 17 | 4 
Measles 21 a | | i a 
Deaths 4 | = = = 7 1 fm 2 : i 
Ophthalmia neonatorum .. 90 11 28 — 94 6 ae l } 
Deaths . 
Pneumonia, influenzalt 279| 18 _— 1 351 ae i ~ 385 34 
Deaths (from influenza) 10 2 1 —| — 14 2 1 —j|; — 
Pneumonia, primary 104 5 “a 121 5 
Deaths 6 7 5 9 l 4 
Polio-encephalitis, acute .. 9 2 a ere geet —_ 
Deaths a -— 
Poliomyelitis, acute 73 5 i4 1 35 5 l 1 
Deaths — — 
Puerperal fever 37 3 7 2} — 30 8 14 4; — 
Deaths 1+ lj 
Puerperal pyrexia .. 149 11 23 —f 149 21 21 —_ 
Deaths 
Relapsing fever —}| — —j —}| —j — = 
Deaths . 
Scarlet fever 1,391 97} 282 53 5691,531] 143] 278] 42] 58 1,541 227 
Deaths 1 —| — 1 2 1 -— ] — — 
Small-pox = = = aa tt es =a 2 
Deaths a —| —f —| — —| — 
Typhus fever —} —} —;] —| —F -—-| —- —{| —] — 
Deaths —} — — --- 
Whooping-cough .. 171 10 76 3 
Deaths = 5 -- 1 -- 15 2 2 I 
Deaths (0-1 year) .. 5 o pe .. | 243} 44] 56 18 177 263} 42) 61 32 17 
Infant mortality rate (per 1,000 live births) .. 41 36 44; 35 
Deaths (excluding stillbirths) e .. 13,713] 681] 531] 144] 12898,603} 691] 520] 141] 108 
Annual death rate (per 1,000-persons living). . 9.1} 8.7] 10.8] 9.7] 11.3] 8.9] 8.7] 19.6] 9.6} 9.6 
Live births .. se ie ” 7 6,413 |1,153| 847] 304] 22996,463/1,182| 821} 397) 239 
Annual rate per 1,000 persons living. . 15.8| 14.7] 17.3} 20.6| 20.3} 16.0] 14.9] 16.8] 27.1] 21.2 
Stillbirths .. oe . i ne 2 | 23) Ay 267 37 
Rate per 1,000 total births (including stillborn) 42 39 40| 30 








* After October 1, 1937, puerperal fever was made notifiable only in 


the administrative county of London. 
¢ Death from puerperal sepsis. 


t Includes primary form in figures for England and Wales, London 
(administrative county), and Northern Ireland. 
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EPIDEMIOLOGICAL NOTES* 
Acute Poliomyelitis 


In England and Wales 73 cases of acute poliomyelitis were 
notified during the week under review, compared with 71 
in the previous week, while in London the number fell from 
9 to 5. Notifications of two or more cases were received 
from: Braintree and Bocking 2, Braintree (rural) 2, Finchley 
2, Gloucester 2, Lichfield 2, Llanelly 2, Oxford 3, Swansea 7, 
Wokingham 2. Braintree and district and Swansea remain 
the two areas in which the disease continues; since July 1, 
when it first appeared in Swansea, there have been 32 cases 
with 5 deaths. In none of the London boroughs was more 
than one case notified ; the boroughs affected were: Battersea, 
Greenwich, Hampstead, Poplar, Stoke Newington. The head- 
masters of the schools under the control of the London 
County Council were notified in the L.C.C. Gazette of Sep- 
tember 6 that contacts of cases of acute poliomyelitis must 
be excluded from school for a period of twenty-one days 
from the date of their last known exposure to the disease. 
This instruction amends, until further notice, the rule, hitherto 
in force, that such contacts might continue to attend school 
unless instructions to the contrary were received from the 
school medical officer or the borough medical officer of 
health. 

The position as regards acute poliomyelitis in Europe is 
shown in the Weekly Epidemiological Record of the Health 
Section of the Secretariat of the League of Nations. During 
the four-week period ended August 13 and the two-week 
period ended August 27 the number of cases of acute polio- 
myelitis and acute polio-encephalitis in England and Wales 
exceeded the median value for the corresponding periods of 
1927-37. A similar excess was noted in Holland, in which 
notifications during the week ended August 27 rose to 54 (26), 
30 of which occurred in the province of South Holland: 
among these 30 cases, 7 were at The Hague and 4 each at 
Boskoop, Rotterdam, and Waddinxveen. In Germany 438 
cases of acute poliomyelitis were notified during the week 
ended August 20, compared with 367 cases in the correspond- 
ing week in 1937; the principal areas affected were: district 
of Cologne 36, Wiesbaden 13, district of Potsdam 10, 
Wiirtemberg 26, Bavaria 19, Saxony 13. 


Typhoid Fever 

Typhoid fever was less prevalent in England and Wales 
during the week under review than in the previous week, and 
much less than in the corresponding week last year. Thirty- 
two cases were notified in England and Wales, and in only 
3 centres was more than I case reported—namely, Barking 
3, Doncaster 3, London 3 (1 each in Shoreditch, Stepney, and 
Wandsworth). In the following week 2 further cases were 
notified at Farnworth—one in the father of two girls who 
fell ill a month previously and one in a two-year-old child 
with no known contact—bringing the total number up to 46, 
of which 7 patients have died. 


Diphtheria and Scarlet Fever 


Notifications of diphtheria in England and Wales rose con- 
siderably during the week under review—1,130, compared with 
963—and in London—127, compared with 112 in the previous 
week. The chief centres in which increases were noted are: 
Reading 5 (1), Chester 10 (1), Chesterfield 6 (2), Sedgefield 
(Durham) 4 (0), Liverpool 52 (45), Manchester 25 (14), South- 
port § (1), Crosby 7 (1), Golborne (Lancs) 7 (1), Camberwell 
8 (5), Hackney 8 (3), Hampstead 3 (0), Islington 14 (7), 
Southwark 11 (5), Wandsworth 9 (5), Brentford and Chiswick 
12 (3), Herdon 7 (1), Willesden 8 (0), Newcastle-upon-Tyne 9 
(2), Birmingham 30 (20), Barnsley 14 (3), Sheffield 14 (10). 
Deaths in the 126 Great Towns of England and Wales fell 
from 21 to 19 in the week under review, but in London 
they rose from 6 to 7. 

_ There was also a rise in the notifications of scarlet fever 
In England and Wales during the week, the figures being 
1391, compared with 1,224, and in London 97, compared with 
9. The chief increases were noted in: Carlisle 10 (5), Derby 





* Except where otherwise mentioned, figures in parentheses refer 
to the week preceding the one under review. 


13 (9), Sunderland 13 (5), Bristol 21 (17), Manchester 40 (32), 
Leicester 9 (5), Camberwell 7 (5), Greenwich 6 (1), Kensington 
5 (2), Southwark 10 (6), Wandsworth 10 (5), Woolwich 8 (2), 
Hendon 7 (2). Birmingham 32 (28), Sheffield 25 (16). One 
death (in Blackpool) was reported during the week. 





Measles and Whooping-cough 


There were 4 deaths from measles in the 126 Great Towns 
of England and Wales during the week—1 each in London, 
Kingston-upon-Hull, Sunderland, and Warrington. The average 
daily admissions to the L.C.C. fever hospitals were 3 (3). In 
the metropolitan boroughs in which measles is notifiable the 
numbers rose in two—Shoreditch 2 (0), Southwark 1 (0Q}— 
and were nil in Battersea, Birmingham, Fulham, Greenwich, 
and Hampstead. In Scotland notifications fell appreciably 
during the week—21, compared with 38 in the previous week. 
In the 126 Great Towns of England and Wales 6 (9) deaths 
from whooping-cough were reported: 2 (2) in Liverpool and 
1 each in London (1), Kingston-upon-Hull (0), South Shields 
(0), and Stretford (0). In Scotland 171 (72) cases of whoop- 
ing-cough were notified, of which 141 (58) occurred in 
Glasgow and 15 (3) in Paisley, with 4 (3) deaths—2 (3) in 
Glasgow, 1 (0) in Motherwell and Wishaw, and 1 (0) in 
Coatbridge. 

Cholera 


During the week ended September 3 the number of cases 
of cholera in Shanghai fell from 586 to 421 (10 deaths), and 
in Hong Kong from 21 to 19 (6 deaths). In British India 
8.884 cases and 3,566 deaths were notified in the Central 
Provinces, where the epidemic does not yet seem to have 
reached its peak. On the other hand, the incidence of cholera 
declined in most of the other provinces in India: for the week 
the numbers were: Bombay (Presidency) 394 cases with 174 
deaths, Madras (Presidency) 216 cases with 99 deaths, United 
Provinces 324 cases with 136 deaths, North-West Frontier 
Province 27 cases with 25 deaths. 





Medical News 


The annual dinner of the Middlesex Hospital Medical 
School will take place at the Savoy Hotel on Friday, September 
30, at 7.30 p.m. 

The annual dinner of St. Mary’s Hospital Medical School 
will be held at Claridge’s on Saturday, October 1, at 7.30 p.m., 
when Dr. Walter Broadbent will be in the chair. The special 
postgraduate course, open to all medical practitioners, without 
fee. will take place on Thursday, Friday, Saturday, and 
Sunday, September 29 and 30, and October | and 2. 

The annual dinner of the Westminster Hospital Medical 
School will be held at the Royal Palace Hotel, Kensington, W., 
on Saturday, October 1, with the dean, Dr. Adolphe Abrahams, 
in the chair. The inaugural address of the Medical Schcol 
will be given by Dr. Robert Hutchison, President of the 
Royal College of Physicians of London, in the large lecture 
theatre of the school on Monday, October 3, at 3 p.m. 

The annual dinner of past and present students of Charing 
Cross Hospital Medical School will be held at the Trocadero 
on Saturday, October 1, at 7.30 for 8 p.m. 

The annual dinner of the St. George’s Hospital Medical 
School will be held at the Mayfair Hotel on Saturday, October 
1, at 7.45 for 8 p.m. 

The annual dinner of St. Thomas’s Hospital Old Students 
will be held at Grosvenor House, Park Lane, W., on Friday, 
October 7, at 7.15 p.m., with Professor H. R. Dean in the chair. 

The annual dinner for past and present students of King’s 
College Hospital Medical School will be held at the Mayfair 
Hotel on Saturday, October 15, at 8 p.m., with Major-General 
Sir Cuthbert Sprawson in the chair. 

The opening sessional address of the Welsh National School 
of Medicine, University of Wales, Cardiff, will be given by 
Lieutenant-General W. P. MacArthur, D.S.O., M.D., Director- 
General of the Army Medical Services, on Friday, October 7, 
at 4.45 p.m. 
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The eleventh Hollando-Belgian Congress of Neurology and 
Psychiatry will be held at Ghent on September 24 and at 
Brussels on the 25th. Further information can be obtained 
from Dr. Rod, 10, Avenue de la Ramée, Uccle. 


The Home Office has just issued an Order adding benzedrine 
and sulphanilamide to Part I of the Poisons List, the Order 
to come into operation on the first day of January, 1939. 


According to information in the Press, the Legislative 
Council of the New Zealand Government on September 13 
passed without amendment the Social Security Bill, which is 
to provide in New Zealand universal health insurance, 
unemployment benefit, and superannuation. The Bill passed 
the House of Representatives on September 9. This Bill was 
the subject of a leading article in the Journal of August 27 
at page 456. 


The general meeting of the International Spa Federation will 
take place in Berlin on September 22-23 and the congress at 
Bad Nauheim (in the Rhineland) from September 24 to 27. 
Excursions have been arranged giving opportunities to study 
the latest developments in leading German_ spas. Par- 
ticulars may be had from the Mitteleuropiisches Reisebiiro, 
Ltd. (German Travel Bureau), 159. Regent Street. London, W.1. 


At the building exhibition which is being held from Sep- 
tember 16 to October 1 a rural slum cottage, occupied up 
to within a few weeks of the exhibition, is to be demolished 
and re-erected at Olympia in order to show the conditions 
in which many agricultural labourers and their families are 
living. A smoke abatement exhibit will also be on view. 
and there will be a demonstration by a Lancashire glass firm 
of how noise can be reduced by double glazing. A further 
exhibit will be an apparatus which records the amount of 
light required by a person operating a typewriter. 











Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THe EDITOR, BritisH MepicaL JournaL, B.M.A. 
House, TAVISTOCK SQUARE, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

All communications with reference to ADVERTISEMENTS should 
be addressed to the Advertisement Manager. Orders tor copies 
of the Journal and communications with reference to subscrip- 
tions should be addressed to the Secretary, B.M.A. House, 
Tavistock Square, W.C.1. 

The TELEPHONE NumMBer of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Eireann (I.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin; telephone 62550 Dublin). 


QUERIES AND ANSWERS 


Income Tax 
Deductible Expenses 
“T_ S.” inquires as to the admissibility of certain expenses. 
*.* (a) The expense of entertaining clients for the purpose 
of introducing them to a new partner seems to us to arise 
out of the change in proprietorship, and the inspector's 
objection would probably be sustained. _ ; 
(b) The expenses borne by the firm in connexion with 
specialists’ visits is admissible, as being properly incurred 
in carrying on the practice. 
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(c) The uniform allowance for a ship’s surgeon is, we 
believe, correctly stated by the inspector at £20 per annum, 
but where the period of service in the capacity is so short 
the basis of taking, say, one-twelfth of £20 for a month’s 
work seems clearly unfair. We suggest that the inspector 
might reasonably be pressed to allow a deduction of, say, 
£5 instead of*the £2 offered. 


Motor Car Expenses 
“A. C.” is a school medical officer and is allowed 3d. per 
mile for the use of his car. He proposes to buy a new 
car, and inquires whether he can make any claim to deduct 
the whole or part of the cost. 


** “ ALC.” is entitled to claim expenses incurred wholly, 
exclusively, and necessarily in the performance of his duties, 
In our experience Commissioners would not have regard 
so much to isolated items of expenditure as to the general 
average over a fairly long period. If, taking one year with 
another, 3d. a mile covers the necessary expenditure, in- 
cluding depreciation—and presumably the school authorities 
so regard it—then “A. C.” would be unsuccessful in his 
claim, and we think he would find it difficult to discharge 
the onus of proot. 


LETTERS, NOTES, ETC. 


Endometrioma of the Appendix 

Mr. Derrick J. Martin (Hastings) writes: There appeared in 
the Journal of November 20, 1937 (p. 1040), an account 
by Dr. J. W. Bride of an endometrioma of the pelvic colon, 
In this connexion. the following case may be of interest. 
A woman, aged 26, for three years had pain in her right 
iliac fossa, often associated with her periods, but occurring 
at other times as well. The attacks were sometimes accom- 
panied by nausea, but there was no vomiting and no 
pyrexia. The pain was relieved by going to bed and applying 
a hot-water bottle to the abdomen, but some _ soreness 
was always present. On examination, a point of strictly 
localized tenderness was apparent at McBurney’s point. A 
radiograph showed defective filling of a mobile appendix, 
which was tender on palpation. A diagnosis of chronic 
appendicitis was made. At operation it was found that the 
appendix was not inflamed. but that there was a_ hard 
nodule at the base of the appendix and extending into the 
caecum. The appendix and part of the caecum were re- 
moved. The pathological report (from Dr. P. Lazarus 
Barlow) was: “The wall of the appendix and caecum is 
thickened and contains small nodules which histologically 
show endometrium: the glands are regular and lined by a 
single layer of columnar epithelium. Apart from the 
nodules are scattered glands either singly or in small 
numbers; these occur throughout the muscular wall. The 
condition is that of an endometrioma of the appendix.” 


Abortion and the Law 


Dr. B. Duntop (London, §.W.15) writes: Knowing from 
previous letters of his that Dr. A. J. Brock is deeply con- 
cerned about the existence of huge towns and the menacing 
unrest in Europe, I am surprised that he deprecates any 
extension of the facilities for family limitation. His view 
(VJournal, August 27, p. 480) that the abolition of unwanted 
births will mean the disintegration of society is a most 
pessimistic one. I beg that he will consider the dictum 
of Professor Carr-Saunders that voluntary parenthood must 
be the basis of any satisfactory population policy. 


Sentence Postponed for Operation 


A reader in Durban sends the following item published by the 
Natal Daily News from its correspondent in Capetown: 
* Accused of crimenal injuria, Percival James McHardy, 4 
26-years-old European labourer, volunteered to the Magis 
trate at Caledon Square to undergo an operation for 
emasculation. The charge arose out of an incident in a 
train between Somerset West and Capetown. Medical 
evidence was that McHardy had perverted instincts. His 
attorney told the Court that arrangements had been made 
for McHardy to go to Groote Schuur Hospital for an 
operation. McHardy admitted a number of previous con- 
victions and sentence was postponed until completion of 
the operation.” 


Messrs. W. B. Saunders Company, Ltd., 7, Grape Street, W.C.2, 
have published their mid-year catalogue of books for the 
medical, nursing, dental, and allied professions. 
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